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AMERICAN ASSOCIATION OF OBSTETRICIANS, GYNECOLO- 
GISTS AND ABDOMINAL SURGEONS 


By Rotanp E. Skeet, M.D., Los ANGELES, CALIFORNIA 


's casting about for a subject sufficiently dignified and important to 

bring before this Association my thought was arrested by the 
probability that any one surgical, gynecologic or obstetric question 
with which I might be qualified to deal would be better understood by 
most of those before me, hence my decision to wander for a few mo- 
ments into the field of Association policy, a decision perhaps the more 
timely because this year for the first time we meet without the guid- 
ance of one for whom the welfare of this Association has been second 
only to that of his own family for more than a decade. I speak of 
course of Dr. Zinke whose loss we feel most keenly, whose influence was 
always for the best, and whom any of us would be honored in eulogizing 
were it not to be better done by one who knew his personal life more 
intimately than the rest. 

At the outset I wish to disclaim any special liking for the term 
standardization as we now understand it with reference to medical 
and surgical procedures, hospital organization, etc. Indeed the word 
itself implies permanency, a state which obviously is impossible in 
any department of surgery at a stage in its career when new light is 
thrown daily upon its problems. Stability, however, meaning such 
a degree of standardization as will contribute to a fairly uniform 


*Read at the Thirty-fifth Annual Meeting of the American Association of Obstetricians, 
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practice under the usual circumstances is highly desirable, and this 
degree of standardization has been reached in certain diseases of 
which eystadenoma of the ovary, cancer of the breast and pyosalpinx 
are examples. True, minor details vary with individual surgeons, de- 
pending upon their temperament, surgical judgment, and operative 
facilities, but the basie principles underlying the management of these 
surgical disorders are recognized and followed by all. 

However, the status of the present day operative treatment of these 
conditions was not reached by a single step. On the contrary it was 
fought through, over years of advance and recession, with change of 
thought and technic, and while the originator of the operation may not 
have lived to see his ideas completely vindicated, his immediate fol- 
lowers did. The work of Sir Spencer Wells for ovariotomy, and 
Lawson Tait and our own Price for salpingectomy, exemplify what 
we have in mind, while Halstead, the chief exponent of radical ex- 
tirpation for cancer of the breast must have derived great satisfaction 
from a contemplation of the complete acceptance of his ideas, and 
the enormous lessening of suffering and the saving of life which this 
acceptance carried with it. 

In the treatment of the greater number of surgical disorders in the 
abdomen and the complications arising during pregnancy and labor, 
no such consensus of opinion exists; indeed, even in the management 
of normal labor a new school is arising which insists that every ob- 
stetric patient shall be converted into an operative ease if only the 
obstetrician ean get to it before the baby is born. From the pro- 
nouncements of another school one would be inelined to believe that 
cesarean section was the only legitimate method of delivery of a 
patient whose labor was a bit delayed and whose vagina had not been 
contaminated, and of course once a cesarean always a cesarean, while 
the methods of treatment for eclampsia are as far apart as the poles. 
To mention but a few on the surgical side: if one accepted all the 
literature, cancer of the cervix is curable by operation in over half 
of all eases presenting themselves and is never cured, radium cures 
many and eures none, the chronie appendix has subsided and the 
gall bladder has taken its place, in fact there must be a veritable 
epidemic of cholecystitis extending over the land, while peptie and 
duodenal uleers are cured by medical and surgical treatment, and 
eured by neither. 

What is now occurring in the study of the pathology, symptomatol- 
ogy and treatment of these surgical lesions, fundamentally is the same 
struggle which took place when Spencer Wells took up the routine 
practice of ovariotomy and Tait in England and Price in this country 
urged a knowledge of the true pathology and treatment of pyosalpinx. 
only inereased in intensity by the great variety of intraabdominal 
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lesions which are revealed through the study of living pathology at 
the operating table; and multiplied many times by the number of 
operators and the present day opportunity afforded to publish their 
views. This struggle must proceed until some degree of stability is 
reached, but meantime great harm is done by the wordy barrage 
which comes from all directions, whose component parts are fired 
by skilled observers and writers, by those whose powers of observation 
and expression are limited, and by a multitude who shoot simply to 
make a noise and attract attention to themselves. 


But little damage would be done if this barrage of words, facts and 
opinions was exploded at the mouth of the gun, as it were, and went 
no further; but the medical, exactly as the general public, still clings 
to the tradition of infallability in the printed word. Further, if this 
printed matter found its way only into the hands of those able to esti- 
mate it at its proper value it would be of minor importance, but the re- 
verse actually is true. Too much writing for publication of undigested, 
imperfect opinion is the bane of true surgical progress today. When 
an unusual observation or the report of a unique method of operation, 
emanating from a source usually regarded as authoritative in a given 
line, is presented to an expert in that line, he is able to assimilate it, 
place it in its proper position and compare it with his own observations. 
If it is a new idea in etiology, pathology or symptomatology he seeks 
to confirm or overthrow it. If a new operation, he approaches it with 
the greatest care and circumspection. As an expert he understands 
the fallibility of authorities and weighs their promulgations accord- 
ingly, and if he is a really big man he recognizes that the intellectual 
giant, with intellectual honesty, who is never consciously or uncon- 
sciously swerved by the hope of personal advantage, and whose opin- 
ions ean be followed without hesitation, in other words the Oslers of 
the profession arise only once or twice in a generation. 

To the less experienced and the beginner in surgery the matter 
presents itself in a different light. Eager te learn, desirous of being 
fully abreast of the times, the published views confirm some ill-defined, 
vague notions of his own, and that which may have been purely 
speculative in the mind of the author is accepted as demonstrated fact 
by the reader, who thereupon hastens to present a paper upon the 
same or an allied subject. Multiply this one example by the hun- 
dreds, who, with laudable ambition, are hastening to break into print 
and give their brain children an airing, and we have an explanation 
of the confusion which exists in the medical literature of the day. 

Another elass, which the profession has vainly tried to eliminate 
for many years, is composed of those individuals always seeking an 
excuse to operate. The great bulk of our profession is sound and 
conscientious to the core; but admission to a medieal school, gradua- 
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tion therefrom and subsequent interneship in a hospital, cannot re- 
make the man who has entered the profession with his eye on its 
presumed monetary advantage and who has a total disregard for 
human health and happiness; consequently the occasional black sheep. 
These are vastly encouraged by the printed opinion of celebrities that 
cholecystectomy, panhysterectomy, cesarean section and version are 
operations legitimately practiced for trivial indications; as they some- 
times may be by the truly expert, but never are in the hands of the 
last year’s graduate or occasional operator among general practi- 
tioners. 

The American College of Surgeons has furnished one way, imper- 
fect as it admittedly is, to designate the competent and weed out the 
surgical purchasing agent, and great good has been accomplished in 
an astonishingly short time. Excepting to the profession itself, how- 
ever, the College means but little, as the publie has by no means 
grasped its purpose or importance. 

So long as no laws exist which prohibit the practice of major sur- 
gery and the surgical specialties which deal with fundamental organs 
like the eve, it is of the greatest importance for the welfare of human- 
ity at large that special societies and associations like our own, recog- 
nize the heavy load of responsibility which rests upon them, as well 
as upon their individual members It is our firm conviction that some 
method should be adopted by which the presentation of bizarre meth- 
ods of diagnosis, new and startling indications for operative pro- 
cedures and extreme styles of operating should be withheld from 
general publication until some degree of uniformity of opinion had 
been arrived at by those with abundant facilities, and such experience 
as would keep them from overstepping the bounds of safety for their 
patients. A satisfactory solution of the problem is difficult. 


It would seem that a portion of it lies with medical journals them- 
selves, and that editorial disclaimers of responsibility might well be 
abolished and editorial comment on the unusual substituted therefor. 
While editors and editorial writers may have no more knowledge of 
a subject than the contributor, their views are more likely to be unbi- 
ased, and presentation of the opposite viewpoint reveals to the casual 
reader not only that there is another side, but that it should be heard 
and weighed before accepting all that even the most advanced re- 
search worker or clinician suggests. 

It might seem too extreme to suggest that special societies confine 
the publication of their papers to the official transactions, and cer- 
tainly such action would serve to smother many valuable ideas at 
their inception, but it would be quite possible to abolish the practice 
of publishing the discussions on these papers, and substitute there- 
for the comments of an editorial committee appointed for that purpose. 
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All of us recognize that extemporaneous discussion frequently par- 
takes of the character of schoolboy debate, that we always must revise 
our remarks for publication, and that even the revised version rarely 
says what we would have said if given sufficient time and space in 
which to express ourselves. 

Such an editorial committee could have at hand a stenographie 
report of all discussions from which to make a single abstract, giving in 
the best form the pros and cons of the ideas advanced by the various 
speakers as well as the committee’s own views, thus making a con- 
tribution of real value. 

Your retiring President realizes that these suggestions appear a bit 
‘adical, but believes that either this or similar action will be found 
necessary in the not remote future. Believing this, he would like to see 
this Association demonstrate its courage in pioneering this as it has 
so many other advances in matters pertaining more especially to its 
purely professional objects. 

By such a trifling innovation the first short step would be taken 
which in the course of time might lead to others more pronounced in 
their results. For instanee, I think I am well within the truth in 
assuming that most of those in this country from whom radical steps 
in advance may be expected, as well as the majority of conservatives 
who class themselves as ‘‘not the first by whom the new is tried nor 
vet the last to lay the old aside,’’ will be found in the members of the 
American Surgical Society, the American Gynecological Society and 
our own Association. 

Probably it is chimerical to suggest that an arrangement might be 
entered into sometime in the future, by which these and other similar 
bodies would continue to publish their annual transactions but all 
in one volume and abolish journal publication altogether, knowing 
that the results of their work would gradually filter to the general 
profession through the medium of the organized county and state so- 
cieties and the American Medical Association, but not until unformu- 
lated, unstabilized procedures had been weeded out and nothing but 
well reeognized methods remained. Whether in this or some other 
manner it is our duty to do all in our power to hamper the incom- 
petent, to assist the worthy who are striving to become efficient and 
competent, and contribute to the welfare of medicine as a whole by 
removing from publie view such of our professional differences of 
opinion as are inevitable while we are going forward towards that 
goal of perfection which always is unattainable but toward which we 
should nevertheless strive. 
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A CLINICAL CONSIDERATION OF TUMORS OF THE BREAST* 
By Joun F. ErpmMann, M.D., New Yorks, N. Y. 


HE most gratifying statement that can be made by a physician 

to a patient who consults him about a swelling in the breast is: 
‘*You have no eancer.”’ 

In correlating my material for this paper I have collected from my 
eard index all operations upon the breast except those for mastitis, 
either chronic or suppurative, from January 11, 1905, to and including 
May 10, 1922, about 18 years, and find 468 cases recorded. There 
were also in this series 20 recurrence operations, which were in part 
mine and the remainder patients of others, one of these being oper- 
ated upon four times in the sear and remote areas. Of the operated 
eases 281 were carcinoma, one of the entire number being a well 
advanced bilateral manifestation. There were 120 cystadenomata of 
which 102 were unilateral and 18 bilateral; sarcoma, 1; tuberculosis, 
1; lipoma, 4; aberrant breast, axillary, 3, one of which was ecarci- 
nomatous; adenofibromata, fibrocystadenoma, 27; and peri- and intra- 
canalicular fibromata, 31; in all 58 (ineluding intracanalicular ecyst- 
adenoma and intraecanalicular papilloma, ete.). 

It will be observed that 60 per cent of all the cases selected for 
operation were carcinoma. This number does not represent by far the 
patients seen with cystadenomatous degeneration of such slight de- 
grees as to be considered nonoperative. Neither does the large num- 
ber of evstadenomatous breasts operated upon represent any evidence 
of operative furor in this pathological class, but they were in all 
instances patients with this type of degeneration so far advanced as 
to demand operative relief. Numbers of them had had single cyst 
operations done on various occasions, one in particular asking for 
radical relief after five individual operations by various operators 
had been done, each operation guaranteed as the last of her trouble. 

It has been my experience to see but one tuberculous tumor and 
one sarcoma in this period of time and one aberrant breast under- 
going malignaney, which finally required a re-operation, including 
the formerly normal breast. 

There is but one instance in the carcinomata in which the second 
breast was invaded. This patient was inflicted with the second 
growth so remotely placed from the chain of lymphatics as to lead me 
to consider the tumor of primary origin, equal to that of the first 


*Read at the Thirty-fifth Annual Meeting of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons, Albany, N. Y., September 19-21, 1922. 
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breast. There was one bilateral carcinomatous involvement almost 
equal in both breasts. The ease is so interesting as to deserve 
recording. 

C. M., forty-seven, single, admitted to hospital, March 17, 1921, discharged 
Mareh 28, 1921. Presented tumors of the breasts, duration seven months. 
Family history, negative; no operations, no sickness. Personal history, never 
married; menopause two years ago, some slight spotting since, Present trouble 
began seven months ago, no pain, no discharge from nipple; no loss in weight. 
Physical examination, negative. Surgical condition: Definite asymmetry of the 
two breasts. The left presents a flattened out and retracted nipple. The 
entire breast is hard and rubber-like in consistency. It moves as a whole on the 
chest. There is a large, hard gland in the axilla, freely movable, hard and 
smooth. Right breast: very hard, especially about the nipple; no retraction of 
the nipple, but the skin retracted in other areas and was very adherent to under- 
lying tissues. There were a few very small hard nodes in the axilla. Operation: 
bilateral Stewart incision; Result: Primary union. Pathologic Report: Bilateral 
scirrhous carcinoma, metastasis to lymph glands. 

The pericanalicular and intracanalicular tumors were seen usually 
in the female from 17 to 35. The cystopapillomata, of which quite 
a few were recorded, were easily diagnosed at the first visit by the 
characteristic discharge from the nipple. In the nonrecorded cases 
of mastitis, I am quite satisfied that two recently operated upon were 
fat necrosis cases of the type described by Burton Lee. In neither of 
these did I remove more than the areas involved. 

As to the question of bilateral involvement being primary or of 
the second breast being invaded through lymphatie conveyance, one 
is unable to decide, but I am rather fixed in my opinion as to the two 
patients specially cited. In the instance of the patient with the im- 
mediate bilateral involvements I am inclined to believe after very 
careful examination and cross-examination that the breasts were 
simultaneously invaded by primary growths, or almost so; at least 
I believe that neither growth was a metastasis from the other. 

In a patient with involvement of the remaining breast four years 
after the first removal, the zone occupied, the discrete type of tumor, 
absence of any infiltrating process from the removed side and the 
absence of evidence by x-ray or any other metastasis, led me to a 
positive conclusion that involvement of the remaining breast was as 
much of a primary growth as the tumor in the removed breast. Un- 
less we can definitely trace the metastatic chain across the breast, 
such instances as the one just cited should be classed as primary 
and not as metastatie. 

In this series of patients but three were in the male,—one a recur- 
rence and two primaries. I have previously reported (Dennis; Sys- 
tem of Surgery) three male patients with tumors of the breast. 
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DIAGNOSIS OF MALIGNANCY 


The most frequent reason that patients advance for suspecting 
malignaney is pain. It is most gratifying to be able to tell these wor- 
ried callers that malignancies of the breast never begin with pain; 
that when pain is a symptom of eancer it requires no expert to diag- 
nose the condition, this pain being due to compression involvement of 
the nerve, infiltration, or a large tumor, or exposed nerve filaments 
in an uleerating tumor; that as a rule, malignancy of the breast is 
a single tumor, as compared with multiple tumors in eystadenoma, 
fibroma, ete., although one oceasionally sees a malignancy present with 
a well defined multitumor of the cystic variety. Reeently I removed a 
earcinomatous breast with two distinet nodules, four inches apart. 
The bilateral tumors are most frequently the ecystadenomata and 
fibromata. 

No better diagnostie objective evidence is known than the dimpling 
of the skin when the breast is grasped, as compared with the full 
rounded convexity in the noninvolved by malignaney. This dimpling 
sign is obtained very early. By lifting the breast from below, or by 
compressing it between two or more fingers, the dimpling will readily 
follow, while in the noninvolved breast, the convexity will remain or 
be exaggerated. This dimpling ean also readily be seen either by 
direct or by oblique inspection, and by feeling carefully over the dimple 
one obtains with the palpating hand the sense of hardening or tumor. 
In more advanced patients, or in patients with a more disseminated 
erowth, the classical orange peel skin is seen. The elevation of the 
breast affected, above the plane of the other, due to the lifting effect 
of the involved tissues, is seen in more advanced conditions. 

If one were to rely upon retraction of the nipple for a diagnosis, 
operations upon the breast would be more common than those for the 
appendix. In a very large proportion of breasts there are single or 
bilateral retracted nipples that are absolutely normal otherwise. The 
retracted nipple of malignancy is due to the same cause as the dim- 
pling of the skin mentioned above. Eversion of this latter type of 
retraction is impossible, while in the normally retracted nipple ever- 
sion is quite possible in the great majority. 

Avillary Adenopathy. It requires an exceptionally enlarged gland 
to be found on palpation in the majority of patients, or an excep- 
tionally thin subject is essential. 

Metastases are important in their bearing upon the question of 
operative justifiabilitv. One eannot be too eareful in the readily 
palpable tumor in the search for secondaries, of the mediastinum or 
lungs, characterized by a dry cough; in the bones by pain allied to 
nerve distribution pains, such as facial, intercostal, and in my expe- 
rience, frequently in the course of the sciaties, one or both. 
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One of my patients lived 11 years after a very extensive dissection. 
The first evidence of metastasis was hoarseness, increasing slowly in 
intensity. It was not suspected that the hoarseness was in any way 
due to metastasis from the growth removed almost eleven years be- 
fore until x-ray showed a tumor, the shadow of which was the size 


of a tangerine orange and situated at about the arch of the aorta. 

As far as my personal observations go, I cannot encourge the idea 
that metastases occur in the abdominal viscera in such frequency as 
we are led to believe by various observers. Therefore I am not in- 
clined, in all patients, to practice Handly’s resection of the upper 
segment of the rectus fascia, although I frequently do it. 

In addition to the remote sites mentioned, the immediate sites eall 
for consideration. Recurrence in the sear can be assigned to too 
small a skin flap removal, implantation by the using of forceps in 
the flap edges that have not been properly cleaned after use in the 
ablated portion, the conveying of cells on the gloves, towels and other 
instruments that have come in contact with the removed area. The 
fact that cells may be lodged in the lymphatic channels at a remote 
area must account for those shot-like bodies, seen at a distance from 
the breast involvement, even at times on the back, the scalp, ete. 
Oceasionally the shot-like masses in the area formerly occupied by 
the breast are cystic formations about a ligature, ete., and will dis- 
appear in time. 


No breast should be removed when the supraclavicular and cervical 
glands are so metastatically enlarged as to be readily palpated, but 
should be subjected to x-ray or radium for a time. This same state- 
ment holds in those patients with massive skin infiltration. I have 
recently had a marvellous disappearance of the skin infiltration in a 
woman of thirty-eight after x-ray application by the more recent high 
voltage machine, although the tumor proper maintains its original 
size after six months’ treatment. No breast should be operated upon 
with a promise of cure or a great extension of life in which the 
erowth, ulcerated or not, is adherent to the chest wall. This type 
should also be subjected to the ray or radium treatment, exceptions 
being in the instanees when one can remove the uleerating tumor and 
cover either by plastic or by grafting processes. 

Neither do T believe that tumors should not be operated upon, but 
instead, treated by x-ray, when they are small. <A regrettable inci- 
dent occurred in my practice last year. <A patient with a small 
nodule in the upper inner quadrant was advised by me to be operated 
upon. However, she had a relative, connected with a large hospital, 
which deals largely with malignancies and is well furnished with 
radium and x-ray appliances. By this overenthusiastie relative the 
patient was given every confidence of cure, and T lost sight of her 
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for six months. Upon her return to me at the end of this period, 
during which, she stated, she had been told that she was cured, the 
growth was still present, decidedly larger, and in addition there was 
distinetly evident adenopathy. Operation was again advised and 
consent at this time given. The growth was carefully examined by 
the pathologist, and no cell changes, due to x-ray ‘‘sickening,’’ were 
recorded by him. 


Recurrences may be exceptionally rapid, and again very slow. The 
explanation for either is not to be obtained from the pathologist. At 
times, he will predict rapid recurrence, as was done in the patient 
with mediastinal growth eleven years after the operation. This 
patient was considered by two pathologists to be liable to a rapid 
(six to twelve months) recurrence, and without x-ray or radium treat- 
ment, lived eleven years before showing a suspicion of a secondary 
tumor. No autopsy was done in this ease, so that even with the x-ray 
picture we are still in doubt as to the nature of the growth. The 
youth of a patient, as in cancers at any site, tends to produce early 
or rapid recurrence or metastasis. The zone of the tumor, I am led 
to believe, may also be a factor in rapid metastasis. My most rapid 
recurrences under this heading are secondary to tumors in the axil- 
iary border of the breast, and also in the fat type of patient more 
frequently than in the lean. 

The question of doubt in diagnosis is settled in the majority of 
instances by an immediate pathologic examination of a frozen sec- 
tion. I do not believe that a wide resection of a growth for imme- 
diate analysis endangers the patient at all. I cannot make the same 
statement for those patients in whom the specimen is removed days 
or weeks before the breast is removed. The clinical picture on gross 
section of these questionable growths is as a rule so clear that the 
experienced operator in the majority of instances does not require 
the microscope except as a confirmatory means. 

X-ray or radium as a preliminary to operation is in my opinion 
at the present time a ‘follow the leader game’’ that will require some 
years to satisfy us definitely as to its practicability. Use of these 
agents subsequent to operation is today largely enhanced by the ad- 
vertisements they have received in the publie press and by the friends 
of the patient. I must say that my cases longest free from metastasis 
were not treated with x-ray, as at that time x-ray and radium were 
not in their present-day development. 

To be effective in the prolonging of life or making a eure, at pres- 
ent the most painstaking and extensive dissections are necessary. 
I am unfortunate in this discussion in being unable to brine before 
vou statistically my recurrences as to site and time as but forty-three 
replies were received to 150 questionnaires sent; neither am I going 
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to entertain the question of pathology. The most radical operation 
consists in the complete resection of the pectoral muscles, cleaning 
out the axilla of glands and fat, and extending the excision at times 
to the supraclavicular space. I have not practiced the removal of 
the pectoralis minor, except when unable to freely approach the ves- 
sels and nerves of the axillary and subclavicular zone. No functional 
disturbance follows the removal of both pectorals, therefore no hes- 
itaney in removing them should exist. 

The questions to be considered in a breast amputation must be: Is 
it justifiable from the standpoint of recurrence or metastasis? Is 
the mortality chance sufficiently low? Will the funetion of the 
arm after operation be preserved? The answers to the two preceding 
questions are self-evident, as a rule. 

The arm function should never be involved. Free motions are always 
possible when orders for motion are properly carried out, in prac- 
tically every incision devised. The greatest impairment of motion 
may arise in the Willy-Meyer-Halsted incision of years ago, 
where the axillary edge of the pectoralis major is followed. This 
line of incision when healed has to be stretched when abduction is 
instituted and therefore in the nervous, hypersensitive, ete., limita- 
tion may be the result. If on the other hand the modified incision be 
used in which the incision slopes gently over the deltoid with con- 
vexity upwards, when the arm is abducted the positions of origin and 
termination of this type of incision are brought nearer together. The 
Stewart incision has been used in over 75 of my patients since 1916, 
with no great difficulty in exposure and no great obstruction to 
motion after the first few weeks, although many patients complain 
that the upward (abduction) movement drags on the chest wall sear 
in the early weeks following operation. The advantage of this inci- 
sion is purely cosmetic and should be used in selected cases only. 

The mortality in my carcinoma cases was one, and this death was 
partly attributable in all probability to a siege of streptococcus 
hemolyticus infections that we had in the hospital at that time, also 
due to a second operation being done within eight or nine days later. 
This patient refused anything but a removal of the suspicious growth 
and demanded waiting for eight or nine days after being told that 
the pathologic report was carcinoma. On operating radically, the 
area from which the tumor was removed was found filled with elot 
and the surrounding tissues eechymotic. A complete removal was 
done, a rapid rise in temperature to 103° in two days, purulent 
metastasis was observed all over the body, joints, cellular tissue, ete., 
with death resulting in ten days. Culture returns from the pus at the 
various sites was always that of streptococcus hemolyticus. 

It is rather pleasing to record relatively few chest complications 
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in so large an area of exposure to trauma and infection in the respira- 
tory area. 

Cystadenoma, single cyst, or the blue dome cyst of Bloodgood, 
cystofibroma, multiple cyst, intracanalicular, pericanalicular, or 
adenofibroma are as a rule all readily diagnosticated. 

In the eystadenomata and multicystic breasts one feels a single or 
many small nodules. Very often careful massage from the periphery 
to center will cause to be extruded from this nipple a fluid varying 
in color and consistency from watery to pale straw to purulent or 
milky or even bloody or chocolate brown appearance. In all but the 
bloody or chocolate colored fluids one can safely say that he is deal- 
ing with a benign condition. This type of growth is also prone to be 
bilateral and among its many names, the term ‘‘old maid’s breast’’ 
is frequently applied. When the discharge is bloody or chocolate 
colored the diagnosis is usually that of intracanalicular papilloma or 
a papillomatous eystadenoma. Again this type of discharge may be 
due to bleeding from a nonpapillomatous cyst with a malignant 
growth in the wall of the eyst. In the latter instance the precautions 
taken in a definite malignancy had better be observed. By careful 
palpation one is often able to outline a tumor in the area cireum- 
seribed by the outer margin of the areola and usually close to the 
nipple. On section. of this tumor the eye frequently sees the cocks- 
ecomb-like papillomatous growth; these usually grow from the inner 
wall of one of the larger ducts. The question of these papillomata 
being malignant is disputed by many. I believe that a papilloma of 
the breast is as dangerous as a papilloma of the bladder or rectum, 
ete., and that therefore radical removal is in order,—at least the 
removal of the breast is demanded. 


In an article (The American Journal of Surgery, January, 1912) I 
called attention to this type of tumor, recording a series of seventeen 
patients and several illustrations taken from the removed breast. 
presenting very typical papillomatous growths and cited the work of 
A. A. Strasser, Arlington, New Jersey, who credits Bowelly (St. 
sartholomew’s Hospital Reports, 1888) with being the first to use 
the term duct papilloma, ete. I further stated that the question of 
malignancy in the early stages can be answered in the negative, but 
that they do become malignant, as evidence, Greenough and Simmons 
report 14 per cent in the pedicles and Bloodgood at that time claimed 
50 per cent in the cases observed at Johns Hopkins. My conclusion 
in this quoted article was that in small growths, excision of the 
erowth sufficees—while in larger growths amputation of the breast 
is imperative. I shall modify this now by saying that I feel that all 
papillomatous breasts should be amputated. 

Canalicular Fibroma, Intra- and Peri--—In one instance a very large 
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growth, including the left breast, weighing five pounds, was removed, 
the clinical diagnosis of which was sarcoma, the pathologie an intra- 
canalicular fibroma with no gland invasion. Complete removal was 
done. Six months later the patient coughed up a piece of tissue. 
Pathologie diagnosis was sarcoma. At about the same time the en- 
tire cutaneous area was involved with growths from the size of a 
I'rench pea to a hazelnut. These were subsequently pronounced sar- 
coma. The inference is, either that the slides were wrongly read by 
the first pathologist, or that the original canalicular growth degen- 
erated into a sarcoma at some point that escaped the pathologist’s 
attention. 

As previously stated my list of operations for eystie breasts does 
not represent an operative furor—these operations were done for 
demand reasons, persistent soiling of the linen by leakage, rapid 
erowths, reoperative disappointment, and fear of more operations on 
the part of several who had from two to five removals done with 
palpable reeurreneces, rather new growths or young eysts enlarged. 

In those patients in whom we intended removing a single eyst, but 
whose breast tissue we find studded with numerous eysts, in size just 
visible to that of a French pea or larger, I for a time did a subeuta- 
neous resection, leaving the nipple, then for a period I removed 
breast tissue and the nipple, while now, after explaining the two 
methods, I follow the patient’s wish of leaving the nipple or 
removing it. 

These patients do not have the feeling of mutilation, as expressed 
by Bloodgood, and more recently by Peck. I feel that if they are 
to have the operation created in their minds many times by propa- 
gandists and annual caneer weeks, newspaper notoriety, ete., a placid 
mentality due to a complete operation is far better than a diseased 
mentality with a less radical operation, not only for the tumor- 
hearing individual, but also for each of her relatives and friends. 

While cancer week notoriety and propagandism is desirable, never- 
theless T have found from my office experience that a great deal of 
unnecessary mental suffering is created during these periods. 

In the single growth, the blue-dome eyst of Bloodgood, the discrete 
fibroma and the eanalieular growth, the operation of removal resolves 
itself into a resection of the area well outside the tumor, with proper 
suture repair. 

In conelusion I should like to emphasize the belief on my part that 
a growth in the remaining breast is as likely to be of primary origin 
as that in the breast first removed. 

Further, that at the present day we are unable to state what the 
influence of x-ray and radium is, either as a preoperative or post- 
operative aid. But in view of many apparent reductions in size, ete., 
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previous to operation in cases considered nonoperable, the use of 
x-ray and radium should be encouraged. Even in view of some of 
the glowing reports at present regarding nonrecurrence, postoperative 
treatment should be substituted for preoperative, until some definite 
proof of its help or inefficiency has been established, since too few 
years have passed in my opinion for positive results to be shown. 

Further, that in the presence of late metastases the powerful eur- 
rents of the present day should be given a thorough test to prove or 
disprove the efficiency of this method of treatment. 

That the most thorough and painstaking wide removal, with remote 
elandular and fascial dissections will tend more and more to increase 
our percentage of cures and extension of life. That the radical opera- 
tion is attended with so low a mortality as to promote a greater 
desire on the part of consulting physician to demand operation. 


60 WEST FIFTY-SECOND STREET. (For discussion see page 188.) 


THE CERVIX A FOCAL POINT OF INFECTION* 
(With A UNIQuE CASE IN ILLUSTRATION) 
By G. K. Dickinson, M.D., F.A.C.S., Jersey City, N. J. 


BERNETHY, that original surgeon of a century ago, was chided 
because, in a lecture before the Royal College of Surgeons, he 
chose as his topic, ‘‘The Greasy Poultice.’’ Perhaps the selection of 
a trivial subject like the above may invite criticism, but it is hoped 
some points which have been neglected may be brought out for illu- 
mination. 

Previous to Emmet’s time, little note was given to the cervix and 
its pathology, but his masterly work drew attention to cervical lac- 
erations, created for a while some scientific interest, and led to de- 
ductions at least of temporary value. 

The profession having had its mind so largely on the major pathol- 
ogy of the pelvis, the comparatively insignificant lesions of the cervix 
have been neglected. This organ has been termed the neck of the 
womb. By some it has been considered a buffer; by those of mechan- 
ical mind, a part of the leverage system of the uterus; by others, but 
a passageway for the flux and the sperm. 

The cervix is developed from the second part of Miiller’s duet, in- 
dependently of the body formed in the first part. Later the two are 
joined, the juncture, the internal os, being a physiologic barrier to 
invading germs. Ilistologically, it is more largely composed of eir- 


*Read at the Thirty-fifth Annual Meeting of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons, Albany, N. Y., September 19-21, 1922. 
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cular muscular fibers and lined by a mucosa, containing funicular 
glands and ramifications. These glands secrete mucus. Thus we see 
that the cervix is an independent organ, embryologically, histolog- 
ically and physiologically independent of, but correlated with, the 
uterine body. 


The lymphaties of the mucosa begin as open spaces around the 
gland cells, which open into the lymph channels, some to pass directly 
to the parametrium and others connect with those in the body of the 
uterus, giving free passage of their content, normal or pathologie, 
not only directly to the region of the adnexa, but to the tissues of the 
corpus. 


Whether through traumatism, or possibly through the blood stream, 
the cervical mucosa may become infected and inflamed. Various 
microorganisms have been discovered: colon bacilli, streptococci, 
staphylococci, and.gonocoeci. The relation of the cervix varies with 
the type of germ. The streptococci and staphylococci generally pro- 
duce acute conditions. In the majority of instances, their life is short. 
It is said that the chronié¢ type of endocervicitis is seldom the result 
of their invasion. Perhaps a local immunity has been aequired to 
them from long association. The cervix does not seem able to immun- 
ize the gonocoeceus, a germ of communal life and of more recent intro- 
duction. It will remain in the follicles, saprophytic, for an indefinite 
time. Its tendeney is to bring out fibrin, inducing a more chronic type 
of inflammation with hyperplasia and thickening. 

Germs and toxins are disseminated through the lymph stream, gen- 
erally bilaterally. Incident to the lvmphaties that pass through the 
body of the uterus, a hyperplasia is induced, fibrous metritis, so- 
called, with resultant phenomena and symptoms, namely, hemor- 
rhages, dysmenorrhea and sterility. The lymph channels which carry 
towards the adnexa may determine parametritis and infections of 
the fallopian tube and even the ovary. 

The symptoms of endocervicitis, per se, are difficult to determine 
because of commonly associated and complicating pathology. We 
can recollect, however, in the days when trachelorrhaphy was so com- 
monly done, before the major pathology of the pelvis had been reeog- 
nized and exploited, that those who had a simple repair, thereby a 
reduction in the amount of infected mucosa, obtained considerable 
relief from disturbing symptoms. There was a lessening of backache, 
the uterus would diminish in size, thus giving relief from drag. Men- 
strual irregularities would be bettered. Perhaps, to a certain extent. 
our enthusiasm was taken up by the patient with a psychologic effect. 

The operation recently exploited by Sturmdorf and others, whereby 
the mucosa alone is dissected out, provides a way of determining 
more exactly the relation of endocervicitis to the symptomatology of 
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the patient and a better guide for estimating the value and necessity 
of such operation from a clinical standpoint. 


To Rosenow, also, are we obligated, for the cervix uteri has been 
compared to the tonsil, perhaps with good reason. The tonsil con- 
tains lymphatie tissue. It is in a position to stand the brunt of a 
larger number of microbes, as well as changes in atmospheric condi- 
tions; nevertheless, the mucosa of the cervix, even though relatively 
secluded, in its erypts and its comparatively sluggish cireulation, 
possesses the possibility of harboring such germs as may reach it. 

Germs developed in regions highly vascular, of plentiful oxygen 
supply, are prone to produce active processes when disseminated 
through the body. They are inclined to locate only in organs well 
supplied with blood, which would permit of active pathology. Germs 
which have developed in organs less vascular, where the oxygen is 
not abundantly supplied, when disseminated incline towards tissues 
poorly supplied. Henee, the germs which leave the cervix do not 
give active lesions in important organs, but find their contentment 
principally in the fascias with vague symptoms. 

Those who have made an intensive study of their patients for focal 
infection, who have removed teeth, tonsils, appendix, gall bladder and 
eolon, have oceasionally given relief by attention to the cervix. We 
have in mind, one ease which will demonstrate with emphasis the 
occasional importance of this organ in the mighty problems of the 
body: 


Mrs. C. H., para ii. Five feet in height, normal weight one hundred twenty-five 
pounds, Quick mentality, doing her work well. Thyroid not easily palpable; laryn- - 
geal rings rather prominent. Skin inclined to dryness. In March, 1912, developed 
an urticaria. Just before each exacerbation she had an indefinite earache, left side. 
Shortly, anorexia supervened. Not only was there loss of appetite, but food was 
distasteful. Then insomnia. She was referred to a competent ear specialist who 
found no defects. For six weeks she was under the care of a leading dermatologist 
who recommended the mountains, without relief. During the writer’s absence in 
Vienna for the summer months, she advised with an internist, who diagnosed stomach 
trouble. Then an abdominal surgeon, who treated her for intestinal fermentation. 
Next to an obstetrician, who said she was in the change of life. From him she went 
to a neurologist, who told her it was nerves. 

On the writer’s return, September 1, she was referred again to one of the lead- 
ing skin specialists in New York, who put her on a diet of sour milk. By x-ray he 
found a ptosis of the stomach and advised operation, although he could promise no 
eure. This she declined, and then consulted a leading internist who called it a type 
of rheumatism. Next to another dermatologist who gave her salves and put her on 
a milk diet. 

By this time she was a pitiful specimen, having fallen from her normal weight 
to ninety-eight pounds, markedly emaciated, extremely nervous from constant itch- 
ing, loss of sleep and abstinence from nutritious food. It did not seem as if any- 
thing would be of avail, and, like a severe neuritis, time would wear her out and 
prove fatal from exhaustion and starvation. 
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This brings us around to May, 1913, when she reported suppression of menses for 
two months, with distress in the uterus. Feeling that at least she could be relieved 
of this, we had her come to the office and with a sharp curet the mucosa of the 
cervix was thoroughly scraped, hoping thereby to induce a flow. This was successful, 
flow coming on and lasting five days. But the unexpected occurred. Four hours 
after the curettage, her earache started and she then had the most severe attack of 
itching and wheals she had ever experienced. For twenty-four hours it raged, then 
subsided and the third day had entirely disappeared. That was on May 16. Until 
May 28, she was entirely free from her distress, there was no itching, hunger re- 
turned, she ate freely and contentedly, insomnia disappeared, and her body filled 
out. On May 28, she was again seized with the hives, preceded by pain in the ear. 
Empirically, we again curetted thoroughly. An exacerbation followed the curettage, 
but within twelve hours it had al! disappeared. She could sleep and had no trouble 
whatever until December 20, 1913, when she went over her regular time a few days. 
The itching recurred mildly. Curettage completed the cure. 


To us this is a very evident ease of focal infection. Not thinking 
there was any relation between her cervix and her miserable condition, 
no particular study was made of the endometrium. The cervix was 
not hyperplastic, she had no laceration, the mucosa was not exuber- 
ant, nor of abnormal appearance; in short, there was no endocervicitis 
as ordinarily recognized. The stirring up of a local condition by the 
curettage led to an active absorption and exacerbation of symptoms. 

Résumé.—The cervix is a definite organ with a distinctive function. 
As a portal to the endometrium it allows passage of Nature’s fluids. 
It also picks up and earries into the recesses of the mucosa bacteria, 
where they are either destroyed or become saprophytes. 

Harbored microbes may inflame the cervix and through the lymph 
stream cause more or less regional reaction, or, by the blood stream 
a varied expression. 

The cervix may act as a focal point for infections. 

280 MONTGOMERY STREET. 
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RADIUM IN THE TREATMENT OF UTERINE HEMORRHAGE 
OF NONMALIGNANT TYPE* 


By Epwarp A. Welss, M.D., F.A.C.S., Pirrspuranu, Pa. 
(From the Gynecological Department, Mercy Hospital) 


OR several years there existed considerable skepticism in the 

minds of many as to the permanent value of radium in the treat- 
ment of uterine bleeding. The eareful studies of John G. Clark, 
Bailey, Stacy and others have established beyond any reasonable 
doubt the efficacy of radium in the treatment of certain types of pro- 
fuse bleeding of nonmalignant origin. The brilliant results obtained 
in some cases having been so pronounced, it is not surprising that the 
procedure would be abused by inexperienced persons using radium 
when not indicated, with the result that unfavorable reports have 
frequently been published. 

With the broad experience of physicians and gynecologists of note 
to guide us, there should be no question as to the real merit of radium, 
and failure to appreciate it as a valuable therapeutic agent can be 
attributed to either prejudice or lack of experience. It is a fair 
assertion to make that no gynecologist is justified in withholding his 
willingness to consider the employment of radium in the treatment of 
selected cases of uterine bleeding. At the same time we do not sub- 
scribe to the statement that radium has supplanted surgery in the 
treatment of fibroids as in all probability there will still remain a 
large percentage of tumors requiring operation. 

So eonvincing and complete are the reports of Clark and Norris 
in a recent analysis of their radium work that further comments 
would seem unnecessary, and while very little can be added to their 
conclusions, the reports from other clinies should be added to our 
evnecologie literature. A most careful and honest follow-up of the 
work from various gynecologic elinies should be tabulated for a long 
period of time in order to establish the status of radium and in a meas- 
ure standardize the treatment. Our series of cases analyzed in this 
paper bear out to a large extent the observations of others. The re- 
sults obtained were sometimes surprising and accomplished with won- 
derful ease as compared with operation, vet a critical attitude should 
be maintained and enthusiasm and optimism should not wean us from 
the well established operative treatment so successfully practiced for 
many years. 

A series of one hundred cases in which bleeding was the only or 

*Read at the Thirty-fifth Annual Meeting of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons, Albany, N. Y., September 19-21, 1922. 
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chief symptom, were selected for this study. It does not include our 
early cases when the technic was not definitely established and when 
mistakes in the selection of cases occurred, nor does it include cases 
treated during the past six months as not sufficient time has elapsed 
to tabulate these end results. In this group were eighty-three cases 
of submucous or interstitial myoma, four of adolescent bleeding with 
no pathologie findings and thirteen of functional menorrhagia or myo- 
pathie bleeding. Curettement as a diagnostic measure to exclude ma- 
lignancy was performed and a careful selection of cases for radium 
treatment was made in every instance. When any doubt existed, 
operation was resorted to rather than radiation. With the exclusion 
of such doubtful cases, it follows that very few untoward or unsuc- 
cessful results were obtained. A rigid standard of indications and 
contraindications must be adhered to in order to obtain uniform re- 
sults. The technic in every case was practically the same. The pa- 
tient entered the hospital twenty-four hours before treatment, during 
which time the same careful physical examination was made and all 
routine urine, blood and Wassermann tests were completed, and the 
usual preoperative preparations likewise followed out. As the cervix 
is usually soft and patulous in these patients, due to the existing or 
previous bleeding, it is easily dilated, in which ease an anesthetic is 
generally not necessary. In very nervous individuals the administra- 
tion of morphia one-half hour before treatment was often sufficient, 
but in the presence of a rigid hymen or firm cervix, gas-oxygen was 
given. The depth of the uterine cavity, the size, mobility and con- 
sistency of the fundus was noted, a careful palpation of the adnexa 
made, a formal curettement was done and the curettings preserved 
for microscopical study. Radium needles of appropriate dosage, usu- 
ally fifty mg., are screened in 2 mm. brass capsule and rubber tubing. 
Firm gauze vaginal packing to maintain the screened radium in the 
uterus is essential. In the average case the patient was kept in bed 
two or three days, but those more debilitated by long continued 
bleeding remained in the hospital longer in order to build up the 
general condition. 

Kighty-three cases of the study were bleeding myoma. In selecting 
myoma cases for treatment, only those that were not larger than a 
three months’ gestation were included. Intraligamentary or degen- 
erating tumors were not considered suitable for radium. In spite of 
some favorable reports from other clinies, pedunculated tumors were 
also exeluded in this series, likewise those suggesting degenerative 
changes were reserved for operation. Any evidence of inflammatory 
changes in the adnexa, either acute or chronic, contraindicated radia- 
tion. It has been repeatedly pointed out that chronic or latent ad- 
nexal inflammations are frequently excited to fresh reaction following 
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radium treatment. In our earlier series, two such instances were 
encountered with the result that a protracted convalescence ensued, 
after which radical operation was necessary. Six instances of rather 
large submucous tumors in uteri containing interstitial nodules were 
encountered. These projecting tumors were removed either by tor- 
sion or removed through a split cervix. In these eases the bleeding 
would in all probability have been arrested by operation alone, but 
‘adium was used not only to reduce the large, flabby uterus but to 
have an inhibiting effect on the remaining nodules. Curettings from 
one case showed an unrecognized carcinoma of the fundus. Radium 
had been introduced at the same time as polypoid endometritis had 
been diagnosed from the gross appearance. As we believe that fundal 
carcinoma is best treated by hysterectomy, radical operation was ad- 
vised but this was refused by the patient. Repeated examinations 
have shown no recurrence of the bleeding after two and one-half 
years and it is fair to assume that the disease was arrested. 

The most spectacular results were obtained in eight cases in which 
the blood picture was that of a severe secondary anemia due to bleed- 
ing myomata. Three of these cases presented a hemoglobin below 
thirty-five with accompanying low general physical picture contra- 
indicating operation. Before the advent of radium in our therapy, 
such cases would of necessity require blood transfusion and much 
preoperative attention. With radium, the arrest of the bleeding was 
prompt with a rapid improvement of the patients’ general condition. 
Two eases of this group of eight had a return of the bleeding within 
a year. The tumor had not decreased greatly in size but the con- 
dition of the patient was so good that hysterectomy was easily and 
safely performed. 

In addition to the two cases mentioned, one other required opera- 
tion, not on account of recurrent bleeding but for relief of persistent 
and aggravated pelvic pain, associated with occasional temperature. 
Operation disclosed an unrecognized secondary pyometrium due to 
unusual contraction and stenosis of the cervix following the radium. 
This is the only instance of its kind encountered. Some authorities 
believe that radium exerts its influence largely on the endometrium as 
well as on the ovaries. The mucous membrane of the uterus is de- 
stroyed by the direct effect of the secondary beta rays and while 
microscopical examinations of the endometrium in uteri removed after 
radium application have shown no definite necrotic changes, yet it is 
reasonable that such should oeceur. In discussing the action of radium 
on the uterus, Schmitz states that part of the endometrium receives 
an erythema or a first degree burn, another part a second degree burn 
and the portion in the immediate surroundings of the radium a third 
degree burn. Imperfect drainage through the cervical canal would 
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favor retention of the debris, and so favor the formation of pyome- 
tra. Since the occurrence of this complication in our series, it is 
the rule to explore the cervical canal to test its size and pathological 
state in all cases developing symptoms such as temperature or soft- 
ening of the fundus after radiation. 

Great care was exercised in using radium in women under thirty- 
five and whenever it was used, only minimum dosage was given. It 
is generally admitted that in women in the child-bearing age, myo- 
mectomy is the better method of treatment as it is not infrequent 
that even a moderate dose of radium produces menopause. In treat- 
ing women who ean and should have children, the child-bearing 
function of the uterus should be preserved. In this connection we 
venture to condemn in unmeasured terms, the unscrupulous and 
unprofessional employment of radium as a direct means to prevent 
conception by producing a premature menopause especially when no 
pathology is present. 

The unexplained uterine bleeding in adolescence and young women 
has often taxed the skill of gynecologists, and its unsuccessful treat- 
ment has resulted in many deaths. Numerous explanations have been 
offered for this peeuliar type of bleeding and while hyperfunction of 
the ovary has been generally accepted as a causative factor, yet the 
various remedies as glandular extracts, serums, styptie and curette- 
ments fail to arrest the bleeding. In:the past, hysterectomy has often 
been resorted to in order to save the young woman’s life, but the 
unfortunate sexless life of the individual resulting, is sometimes worse 
than death. With the advent of radium, an almost specific has been 
obtained, and while radium is more applicable in women at or near 
the menopause on account of the large dosage employed, yet with 
care and judgment, the excessive bleeding of the pubescent girl ean 
be reduced and regulated. In our series four instances of profuse and 
almost uneontrollable bleeding were encountered. In one ease the 
patient, a fourteen year old schoolgirl, with excellent physique and 
negative history, had three normal menstrual periods after which the 
flow became excessive and prolonged. Rest in bed, forced feeding. 
animal serum, various medications and uterine packing had little or 
no effeet. The blood picture became so alarming that even hyster- 
ectomy could not be attempted. The insertion of 25 mg. radium 
sereened in the uterus for eight hours arrested the bleeding and pro- 
dueed an amenorrhea for six months, after which the last two peri- 
ods have been somewhat more profuse but the general condition and 
blood picture are practically normal. 

A young woman of twenty-eight (a case of hemophilia) who bled 
excessively had been previously transfused. With a return of the 
uterine bleeding, radium was proposed and as she refused to submit 
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to the production of menopause, a minimum dose of 150 mg. hours was 
given. Great improvement was noted for six months with practically 
normal menstruation. After two rather free bleedings a second dose 
of 150 mg. hours resulted in a return to normal. A third ease less 
severe in type required three doses of 25 mg. each for six hours be- 
fore the menses became normal. It seems more conservative to resort 
to repeated small doses in young women rather than employ a single 
large dose. In other words a dosage of 1200 mg. hours ean safely be 
used once in a woman after forty with pronounced result, yet in a 
young woman, 200 mg. hours used once or even three times if neces- 
sary would be efficient, and yet not necessarily rob her of the pos- 
sibility of motherhood. Pregnancy has not occurred in any of the 
cases treated, yet with normal menstrual function, such possibilities 
are very favorable. Clark, Stacey and others have reported several 
instances of pregnancy following radium in minimum dosage, so that 
it is most important to keep such possibilities in mind when treat- 
ing women in the child-bearing age. 

The action of radium in controlling bleeding in myoma and myo- 
pathie conditions is an interesting study. Several explanations have 
been offered. Bailey believes it exerts its influence in three ways: 
(1) by action on the ovaries causing a destruction of the primary fol- 
licles. This would lead to a failure of ovulation and a consequent 
cessation of menstruation and would possibly lead to a retrogression 
of the growth similar to that which often follows the menopause. 
(2) By the destruction of the mucous membrane of the uterus through 
the direct effect of the primary and secondary beta rays. (3) By 
the effect of the gamma rays on the blood vessels leading to an ocelu- 
sion or partial occlusion of their lumen. 


Bleeding at the menopause in the absence of carcinoma, fibroid or 
other pathologie condition not infrequently gives rise to much econ- 
cern both to the patient and physician and while this idiopathic bleed- 
ing rarely assumes serious proportions, yet the fear of possible malig- 
nancy is such that prompt relief is frequently demanded by the patient. 
In four of this series, the menorrhagia and metrorrhagia were pro- 
nounced. Gross pelvic pathology as well as cardio-vascular disease 
were eliminated as causes. The ages of the patients were forty-six, 
forty-nine, fifty-two and fifty-three respectively. Fifty mg. radium 
for twenty-four hours produced a complete cessation in every ease. 
Curettings showed no hyperplasia or malignant changes so that ath- 
eroma of the uterine vessels was doubtless the underlying cause of 
the bleeding. The results obtained in this type of menorrhagia fre- 
quently classified as hyperplasia, fibrosis, uterine insufficiency or 
chronic metritis are so satisfactory that no surgeon is justified in 
resorting to radical hysterectomy to obtain a cure. It is certainly 
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not acting for the patient’s best interests if he does not employ radium 
if procurable. 


Not included in this series were four cases of fibroid bleeding that 
had been treated in other clinics without relief. Analysis of the his- 
tory showed that very severe localized peritonitis followed the radium 
introduction and it was quite evident that a pre-existing adnexal dis- 
ease was renewed by the radium treatment. This experience demon- 
strated very forcibly that a careful diagnosis and study not only of 
the tumor but existing complications is most essential. It is true, 
therefore, that the gynecologist and not the internist or roentgen- 
ologist should employ radium in the treatment of pelvie conditions, 
as the success or failure of its application depends primarily upon a 
correct and complete diagnosis. 


In all eases receiving full dosage in this series, forty were relieved 
at once without return of the bleeding. Thirty-five menstruated once, 
fifteen menstruated three to five times, ten received two treatments. 
The irregular bleeding for the first ten days after treatment is not to 
be attributed to the radium but rather to the effect of the curettement, 
if not due to the disturbance of the ovarian hormone. It has been 
noted that a larger percentage had leucorrhea in varying amounts 
for the first two to five months. Frequently it has been very annoy- 
ing and irritating, but generally is best relieved by douches of bicar- 
bonate of soda. Probably the most annoying sequelae in our series 
has been nausea and vomiting while the radium is in situ. In many 
instanees, it was attributed to the preliminary doses of morphia in 
those patients who were not anesthetized. However, the nausea was 
present in eighteen cases who received neither morphia nor gas, so 
that we have designated it ‘‘radium sickness’’ for want of a more 
definite explanation. 


The decrease in the size of the uterus was generally not manifest 
hefore the tenth week after which the shrinkage became more pro- 
nouneed. As a general thing, the menopause svmptoms were more 
acute following radium than occurs normally but in most instances 
the administration of ovarian residue or corpus luteum helped to 
reduce the severity of the symptoms. The possibility of producing 
the menopause even with minimum dosage should be explained to the 
patient, especially younger women. In one instance the use of fifty 
mg. for six hours in a patient thirty-two years old produced a perma- 
nent amenorrhea with unusually severe menopause disturbance. The 
mental depression and disappointment was so acute that a serious 
nervous collapse followed, from which she is very slowly reacting but 
the sexual function is completely inhibited. The splendid results 
following radiation of fibroid tumors has unfortunately resulted in 
such a degree of optimism in some quarters that it is used in almost 
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every type of uterine tumor. This is most unfortunate as its indis- 
criminate use will often result in failure or aggravation of existing 
pathology. Only in exceptional circumstances as-in the presence of 
serious heart or kidney lesion or grave constitutional disturbance 
when an operation would be extremely dangerous, is a deviation from 
the well established indications justifiable. The employment of ra- 
dium to reduce a tumor larger than a three months’ gestation is fraught 
with a certain degree of danger, neither should it be used in a tumor 
causing pressure and whose structure is purely fibroid or a dense 
hyaline or ealeareous structure. It is granted that shrinkage of such 
tumors sometimes occurs, but with our present knowledge of distinet 
indication and contraindications the careless use of radium is not justi- 
fied. Neither do we countenance its indiscriminate use to control uter- 
ine bleeding that is secondary to pyosalpinx or other adnexal disease. 
To clearly define our position therefore it may be stated that in our 
work the most satisfactory results were obtained in the treatment of 
one symptom only, namely hemorrhage, and we feel positive that ra- 
dium used with care and clear discrimination has undoubted merit, 
acting almost as a specific and possessing the additional advantage of 
having almost negligible objections. 


CONCLUSIONS 


In the treatment of benign hemorrhage from the uterus the follow- 
ing observations are to be considered: 

1. Radium should be used only in selected cases such as (a) myo- 
pathic bleeding of adolescence that does not respond to usual medical 
and hygienic measures; (b) myomata with bleeding as a symptom 
that are of small or moderate size and uneompliecated by adnexal dis- 
ease; (¢) menorrhagia of menopause. 

2. The dosage depends upon (a) the age of the patient; (b) upon 
whether the function of child bearing is to be preserved or sacrificed. 

5+. Myomectomy in young women, and hysterectomy when the tu- 
mor is large or complicated should be done rather than treatment with 
radium. 

4. Complications and unfavorable results are to be avoided only 
by a careful discriminating differential diagnosis. 

5. All cases treated by radium should be carefully followed up for 
several years. 


714 JENKINS ARCADE BUILDING. 


THE PRESENT STATUS OF SURGERY IN THE TREATMENT 
OF FIBROMYOMATA UTERI* 


By SrepHen E. Tracy, M.D., F.A.C.S., Pa. 


HE status of any method of treatment is determined by the end 

results. The technic of myomectomy and of hysteromyomectomy 
has been so carefully and thoroughly worked out and the results both 
primary and secondary have been so uniformly satisfactory that we 
can searcely hope for much improvement. 

Other forms of treatment to secure recognition must be simpler in 
application, more conservative, or yield better results; if not in all 
cases, then in a certain type of ease. 

In the last five years much has been written on the treatment of 
these neoplasms by radiotherapy and especially by radium. Some 
authors make the claim that 60 per cent or even a higher percentage 
of these cases, as the surgeon sees them, can be successfully treated 
with radium. 

In order to determine whether these sweeping statements are 
founded on facets, it will be necessary to consider the pathology of 
these tumors and of the neighboring struetures and then to compare 
the results. 

This discussion is limited to those neoplasms which produce symp- 
toms and require treatment. The symptomless tumor requires no treat- 
ment, but should remain under observation. 

It is a well-known fact that 30 per cent of patients with fibromyo- 
mata uteri, as the surgeon sees them, have either a degeneration of 
the tumor or a malignaney of the pelvie organs. The degenerations 
in the tumor are nearly twice as frequent in patients who are past 
the age of forty years and 90 per cent of the malignancies occur in 
women who are over this age. The vast majority of the malignancies 
in the uterus which contain fibromyomata, are found in the corpus and 
not in the cervix; just the reverse of what is found in women who do 
not have fibromyomata. This situation would seem to indicate that 
the fibromyomata by some method or means predispose or cause a 
malignaney to develop in the corpus. 

The percentage of degenerations in the tumor and of the malignan- 
cies in the pelvie organs which are found will depend to some extent 
on the care with which the specimens are studied histologically. 

Lesions of the abdominopelvie organs are so frequently associated 


*Read at the Thirty-fifth Annual Mecting of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons, Albany, N. Y., September 19-21, 1922. 


135 


136 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


with fibromyomata uteri that they must be studied carefully when 
considering the treatment of these neoplasms, if we wish to eradicate 
all the pathology and relieve the patient of all symptoms. Anything 
less than this is a makeshift and is neither scientific nor satisfactory. 


Associate lesions are found in 40 per cent of cases. When we add 
40 per cent of associate abdominopelvic lesions and 30 per cent of 
degenerations and malignancies, we have 70 per cent of complicated 


cases. In my series the complicated cases were 77 per cent. 


Of the patients subjected to operation in addition to the removal 
of the neoplasms, many were operated upon at the same time for 
lacerations, hemorrhoids, fistulae, diseased gail bladders, appendices 
and other lesions. In spite of all of these various complications, by 
surgery we relieve the patient of all symptoms in from 96 to 98 per 
cent of cases. The mortality from operation on patients with fibro- 
myomata uteri, by good surgeons in well-equipped hospitals, is about 
2 per cent. These operative cases include those with the various 
degenerations, the densely adherent tumors, the malignancies which 
coexist and all the serious associate conditions. If the surgical mor- 
tality in all cases as they come, is only 2 per cent, in simple uncom- 
plicated cases, it would be practically nil. In other words, simple 
uncomplicated tumors such as are suitable for treatment by radium, 
ean be treated by myomectomy with practically no mortality; com- 
plications which occur after treatment by radium, due to the impos- 
sibility of determining certain pathologie lesions, will be eliminated 
and ‘‘cooked tissue to await an uncertain future’’ will not be left in 
place. Polak states, ‘‘the increased blood pressure and nervous phe- 
nomena are more pronounced after radium than after operation.”’ 


With the improvements in technie which eliminate the possibility 
of hemorrhage or of a necrosis in the sutured area, the field of myo- 
mectomy has been greatly enlarged. Knowing that a menorrhagia 
or a metrorrhagia can be successfully controlled by radiotherapy, 
should it oceur after a myomectomy, there is no doubt that the opera- 
tion will be done more frequently in the future. 

It is quite agreed by surgeons and radiotherapists that radium 
should not be used in the presence of malignancy if the case is oper- 
able. This is certainly true in carcinoma of the corpus uteri and of 
the ovary and it is debatable in early carcinoma of the cervix uteri, 
nor should radium be used in submucous or large pedunculated sub- 
serous tumors, in degenerated tumors, in calcified tumors, in tumors 
associated with lesions of the appendages; in tumors which produce 
symptoms from pressure and require quick relief, nor finally in tumors 
associated with gestation. Miller states, ‘‘that patients who complain 
of pain associated with fibromyoma, are usually not relieved of that 
symptom when treated with radium.’’ 
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Who ean diagnose all of these conditions by any method of exam- 
ination? The surgeon certainly cannot. The pathologist sometimes 
overlooks a malignancy and the condition is not detected until the 
patient returns with a recurrence. The more competent roentgen- 
ologist will not treat these patients unless they have been examined 
by a gynecologist or by a surgeon. They realize the difficulty in diag- 
nosis and pass the responsibility over to the surgeon. An early gesta- 
tion in one corner of the uterus gives the organ an irregular contour 
and may be readily mistaken for a fibromyoma. The difficulty of a 
differential diagnosis between a gestation and a soft myoma ean be 
attested by the humiliation at the operation table of even the most 
expert. An error in diagnosis may readily occur from a distended 
bladder or a loaded sigmoid. And again, fibromyomata are not infre- 
quently diagnosed when they do not exist. That the radium enthu- 
siasts cannot determine with any degree of accuracy what are simple 
uncomplicated cases is evidenced by the number of patients who sub- 
sequently require operative treatment, by those who develop compli- 
cations and by an oceasional fatality. 

When we eliminate the patients under forty years of age and the 
complicated cases over forty years of age, there remain only 16 to 
18 per cent of patients with simple uncomplicated tumors which make 
it apparent that the legitimate field for radiotherapy is decidedly 
limited. 

Radiotherapists place especial emphasis on the production of amen- 
orrhea, which is simply the elimination of one symptom. They talk 
about the shrinkage of the tumor in many eases, but most of them 
earefully avoid stating in what percentage the tumor disappears. 

In Kelly’s series the tumor had either disappeared or shrunk to an 
insignificant size in only 45 per cent of the cases. Miller states, ‘‘that 
the diminution in the tumor is usually more than 50 per cent; that the 
crowth is frequently reduced to a negligible affair and often entirely 
disappears.’’ Pfahler, in a series of 67 traced cases treated with 
x-rays, reports 75 per cent of absolute cures. While this series is 
not large, it indieates that he exercised excellent judgment in the 
selection of his patients and apparently limited his treatment to 
simple uncomplicated eases. 

It is undoubtedly true that the bleeding can be controlled in almost 
every case by radiotherapy, but as Mayo states, ‘‘one cannot escape 
the conviction that in eases of myoma the use of radioactive sub- 
stances is a most destructive method of treatment, nonoperative 
it is true, but certainly not conservative. In the majority if not 
in all of the eases in which rather large myomata disappear under 
their use, the patient loses the function of the ovaries, tubes and 
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uterus, although the nonfunctionating remnants are left in place 
to await an uneertain future.’’ 

While this paper does not deal with myopathic hemorrhage, I be- 
lieve that a patient at or near the menopause with an enlarged fibrous 
uterus, with menorrhagia or metrorrhagia, should be treated by ra- 
dium rather than by surgery. 

When we reeall that 70 per cent of the cases of fibromyomata uteri 
are complicated, that in all of the patients subjected to operation not 
only are the tumors removed, but also the abdominopelvie pathology is 
eradicated and that from 96 to 98 per cent are cured of all symptoms, 
it is evident that surgery is the treatment of choice. Conservative 
myomectomy should be done in women under forty years; supravagi- 
nal, and when indicated, panhysterectomy in women past the age of 
forty years. 

Radium undoubtedly has a field, limited though it is, in the treat- 
ment of these tumors. The pioneers in this work are to be commended 
for their effort and for their enthusiasm. Only by faith and experi- 
ment can the new be developed and progress made. This enthusiasm, 
however, in the best interest of the patient, must be tempered with 
sound judgment and applied by the Golden Rule. 

Radium may be safely used in these cases as follows: 

1. In simple uncomplicated, small or medium size tumors causing 
hemorrhage at the menopausal period. 

2. In patients with menorrhagia or metrorrhagia after myomec- 
tomy. 

3. In patients whose general health is so impaired from any cause 
that an operation would be attended with undue risk. 

A broader application of radium or x-ray means that the best inter- 
est of the patient is not receiving sufficient consideration. 

When we consider all of these factors it is evident that surgery is 
the treatment par excellence in the vast majority of patients with 
fibromyomata uteri which produce symptoms. 


SUMMARY 


1. Of all the patients who consult a surgeon for symptom-producing 
fibroids, 30 per cent have either degeneration of the tumor or malig- 
naney of the pelvie organs. 

2. Abdominopelvie pathology is found in 40 per cent of the cases. 

3. Seventy per cent of these patients have complicated tumors. 

In women past the age of forty years only 16 to 18 per cent have 
simple uneomplicated tumors. 

4. It is impossible by any method of examination to determine 
which are simple uncomplicated tumors. 

5. The treatment of choice in the vast majority of eases is myo- 


—— — — 
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mectomy for women under the age of forty years and hysterectomy 
in women past this age. 
6. That radium has a definite though limited field of usefulness in 
the treatment of these neoplasms. 
7. (a)That the use of radium should be restricted to small or 
medium-sized uncomplicated tumors at the menopausal period. 
(b) To a patient with menorrhagia or metrorrhagia following 
myomectomy. 
(ec) In certain constitutional diseases in which surgery would 
be attended with unusual risk. 
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1527 SPRUCE STREET. (For discussion see page 191.) 


THE PATILOLOGICAL REACTION OF TISSUE EXTRACT 
(CYTOST) LIBERATED IN PREGNANCY* 


By Fenton B. Turck, M.D.; New York, N. Y. 
INTRODUCTION 


T has long been known to biologists that toxemia from disintegrating 
tissue occurs during pregnancy. This tissue toxemia also occurs 

to a lesser extent during the menstrual periods, adolescence, and the 
climacteric, but pregnancy in particular imposes an extra burden of 
tissue intoxication, due to the liberated poison of disintegrated cells. 
This poisons both the mother and fetus. Jt is specific to the species. 

Not only has the specifie tissue toxin of pregnaney long been identi- 
fied, but the second and natural sequence of this, e.g., the specifie anti- 
toxin has been known. The immunity against this specific tissue toxin 
has been scientifically accomplished and practically applied. It should 
therefore, become an integral part of clinical practice just as it is a 
scientifically recognized biological function. 

It is being further established among biologists that immunizing the 
mothers, confers hereditary protection. Guyer’s* argument ‘‘that the 

*Read before the Seetion on Gynecology and Obstetrics, New York Academy of Medicine, 
October 24, 1922. 

McEachern in a discussion on the Sheppard Towner Act signals the warning that “The 


medical profession must know that it has to get in line with changing conditions. Failing to 
do so, it loses the representative position it should occupy in society.” (Rude)?. 
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fact that animals can build antibodies against their own tissues when 
these become misplaced or injured,’’ is significant in heredity as well as 
congenital conditions. Not only has the tissue toxin been identified, 
but the antitissue-toxin has been long produced in our experimental 
work (since 1903), and is illustrated in the protocols which follow. 

Cats, dogs, mice, hens and other animals were used in these experi- 
ments. The comparison of the experimental tissue toxin antitoxin re- 
action with clinical experience, was made before the war by the writer, 
but during the war it was established on an unprecedented scale by the 
practical application of the principle. Our experiments show that only 
the tissue extract of the animal of the same species, caused the toxemia 
of pregnancy. The symptoms were vomiting, eclampsia, kidney dis- 
ease, followed by abortion and death. On the other hand, the tissue 
extract of animals of other species failed to produce these effects. 

The protocols will also show that sublethal or low concentration of 
the homologous tissue toxin, and at longer intervals, instead of causing 
the toxemia of pregnancy, produced an active immunity against the 
tissue toxin. It was also found that horses injected with human tissue 
toxin, produced an antitoxin. This antitoxin serum has been used to 
immunize mothers against tissue toxin of pregnancy just as we have 
immunized against tissue toxemia of shock from damaged tissue of 
wounds.* 

There is not one tissue toxin produced by a bullet, another by an ax, 
a hammer or a burn, and another by a surgeon’s knife. They alk pro- 
duce damaged tissue, autolysis and the tissue toxin of shock. Like- 
wise, there is not one tissue toxin of autolysis from starvation, an- 
other of tissue autolysis from pregnancy, they all are the same tissue 
toxin, producing toxemia sickness and death, and depending on the 
degree of autolysis and concentration of the tissue toxin. 

TISSUE TOXIN (CYTOST). OUTLINE OF PREVIOUS RESEARCHES 

When an animal is prevented from utilizing its food supply, it must 
break down its own tissue (autolyze) to supply the calorie deficit. 
This mechanism which induces autolysis in total or partial starvation, 
is unknown. The tissue breakdown, termed autolysis, is a normal 
biological process, and the unknown products set free have been named 
‘‘metabolites’’. The metabolites when accumulated in excess within 
the organism, as may occur in partial or total starvation, produce well- 
known symptoms and pathology grouped under the term ‘‘toxemia of 
starvation.”’ 

When these metabolites are formed in excess from bodily exercise, 
the symptoms and pathology are classed as the ‘‘toxemia of fatigue.”’ 
When from any wound or other tissue injury, these metabolites form 
in excess by autolysis, the symptoms and pathology called ‘‘shock,”’ 


*A review of this work was recently published in the International Clinics,% 1922, Vol. 3, 
Series 32. 
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are expressed as the ‘‘toxemia of shock.’’ When these metabolites 
form in excess from the autolysis during the period of pregnancy, the 
symptoms and pathology are mentioned in our literature as the ‘‘tox- 
emia of pregnancy.’’ 

Extreme fatigue, effort syndrome, etc., are often the predominating 
symptoms common to all of these conditions, partial or total starvation 
(inanition), over exercise, overwork, shock from war wounds or sur- 
gical operations, and in certain phases of pregnancy. Bainbridge* 
states that these metabolic products are responsible for bringing about 
these various symptoms, especially the fatigue symptoms, as advanced 
by McDougall,* McKenzie,® and Hedwall.® Bainbridge’* states ‘‘that the 
products are of two kinds, namely, lactic and carbonic acids and me- 
tabolites other than acids. There is no positive evidence to support the 
view that H-ion concentration produces harmful effects,’’ because ac- 
cording to Bainbridge ‘‘the mechanism which regulates the reaction of 
the blood is so great that such an occurrence seems improbable,’’ but 
Bainbridge insists there is evidence that metabolites other than acids, 
are productive of harmful effects. What is this ‘‘metabolite other than 
acid’’ which is so active in producing the harmful effects in toxemias of 
starvation, fatigue, shock and pregnancy? This ought to be made clear 
and decisive. It is only recently that the experimental evidences of the 
past 35 years have been universally accepted, e.g., that the tissue toxin it- 
self is the poison responsible for these pathological changes. All the 
methods of extraction of tissue toxin from the tissues by water, heat, 
coagulation, and finally reduction by burning the tissue to ash, yield 
the same active principle, varying in concentration according to the 
method used. Because this active principle is not a manufactured 
product, but of and from the cell, it is named ‘‘eytost’’ from eytos, a 
eell. (See Author’s Bibliography.) 


BRIEF DISCUSSION OF PREVIOUS WORK 


Imagination is the light that projects the experimental image be- 
yond the dull plane of traditional belief and quickens the eye to see 
more and the mind to comprehend. Experimental research work on 
one subject often leads to the discovery of something more valuable 
than the original topic under investigation. This is what has hap- 
pened in the research on the subject of traumatic or surgical shock. 
While investigating ‘‘shock produced by toxin’’ (1897)** it was found 
that many animals which did not die immediately passed into convul- 
sions or presented symptoms as was expressed in 1896"* “‘like snake 
poisoning’’ (1901).*** 

Muscle extract from autolyzed muscle (1903)** and other tissue tox- 
ins,—polypeptides,—obtained from dilated stomachs injected into ani- 


*Willson, P.,7 draws the same analogy of “snake poisoning’”’ in “toxemia of pregnancy.’’ He 


states that “90 per cent of cases of utero placental hemorrhages show evidence of toxemia. 
This toxin is similar to ‘hemorrhagin’ in snake venom.” 
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mals, were found to act much the same. Tissue poison and diphtheria 
poison seemed to produce similar lesions (1903)'*. In all of these ex- 
periments with tissue toxin, symptoms of vomiting and convulsions 
occurred, and finally death. Liver, lung, kidney and gastrointestinal 
lesions, were found. It did not seem to make much difference whether 
the tissue toxin was extracted in vitro or liberated within the animal 
by some cauterizing agent, or autolysis took place of any tissue or 
organ, the symptoms and pathology were the same. 

Acute, subacute and chronic diseases were produced, depending on 
the method of experiments.’* ** When pregnant animals were used, 
the tissue toxin produced always the identical symptoms and path- 
ology. They were the same as we encountered in clinical practice of 
toxemia of pregnancy in animals and the same classical group of symp- 
toms and pathology familiar to all obstetricians. 

When abortions occurred, it was found the fetus showed similar 
lesions in the liver, kidney and upper alimentary tract as were found 
in the mother. If it was an acute reaction, simply splanchnic stasis 
was encountered. In chronie conditions the same process continued, 
only it lasted longer. Advanced liver, lung, kidney lesions, and lesions 
in the upper alimentary tract were found. This constantly occurring 
syndrome and pathology, linked up the toxemia of pregnaney with 
toxemia of shock and made it clear that the biological basis was the 
same. But how shall we bring to the minds of the clinicians the bio- 
logical laboratory findings of 25 vears? The facts and conelusions 
concerning the effect of tissue on the organism have been accepted by 
all biologists. The application of these scientific biological reactions 
in shock and its biological analogues, has been practically demon- 
strated in the war and unanimously accepted by biologists, phys- 
ical chemists and surgeons at the Interallied Reunion of the Society 
of Biology’ (Bull. de 1’ Académie de Médecine, Jan. 10, 1922, p. 31). We 
must view biology as based upon the cell and its activities, and medi- 
cine is but the application of the science of biology. There is not one 
cell for the biologist, another for the physical chemist, and another 
for the clinician, and therefore, practical medicine must follow the 
path made by biology and the new discoveries in physical chemistry. 
Our increased comprehension of the significance of the advanee in bi- 
ology, has not only altered our mode of thinking, but our method of 
action in the practice of medicine.® 


EXPERIMENTAL TOXEMIA OF PREGNANCY 


Toxemia of pregnancy is a very vague term. It has long been ree- 
ognized that there is a toxin of some kind, hence the term ‘‘tox- 
emia.’’ There is the idea of an elaboration of a toxin from secretions, 
metabolic or generated from the fetus or maternal tissue, or what is 


often regarded as a retention of excretory products similar to uremie 
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retention products. This has all become very vague and hazy in the 
minds of obstetricians and gynecologists. Each writer volunteers his 
own opinion from clinical experience backed with some laboratory 
work that may support his theory. Thus some kind of focal infection 
is considered the source of the toxin of pregnancy, while others be- 
lieve it is but the theory of ‘‘foreign protein’’ intoxication. First the 
‘‘toxemia’’ implies a ‘‘blood poisoning’’. The word poison 
as used means some indefinite unrecognized product that circulates in 
the blood coming from some unknewn source. This poison is viewed 
by some as a pharmacological product to be assayed by pharmacological 
methods. Kosmak*® in his brochure* on the ‘‘Toxemia of Pregnaney,’’ 


expression 


gives a scholarly review of these ‘ 


‘‘the entire subject is surrounded. 


‘many uncertainties’? with which 

Ely® states that ‘‘the whole sub- 
ject of toxemia of pregnancy is as yet in a chaotic state.’’ As we 
have seen here ** °°, ‘‘tissue toxin’”’ is only a biological product that acts 
as a normal stimulus to life and causes cell division and metabolism 
(1921), (1922)**. It is not a ‘‘foreign protein’’ poison,—neither for- 
eign nor protein. It is derived from homologous,—not foreign tissue,— 


and the protein is burned off to an ash. In other words, it is not a 
poison at all. This tissue substance which we have called ‘‘cytost,’’ 
is in low concentration a simulant to cell division and metabolism, and 
in high coneentration it acts in excess of the normal on the splanchnie 
area (endodermal zone) and produces a certain definite reaction and 


death. Cytost is counterposed by an antibody called 
found in the blood serum. 


anticytost’’ 


We may repeat our conclusions of 1906*, ‘‘from the large amount 
of experimental work on blood serum, by numerous investigators, we 
are able now to clothe our ideas of protective bodies in more technical 
and definite language. We may speak now of natural histogenie im- 
munity, of hemolysins, of agglutinins, of precipitins, of cytotoxins, 
ete., and that we have here, not a question of local pathology, but of 
general blood pathology, of complement and amboceptor, of cytolysis 
and autoeytolysis.’’ 


RECORD OF EXPERIMENTS 


In the experimental work which follows, it is our endeavor to 
demonstrate by various types of experiments on various animals, the 
principle of the action of the specific tissue toxin known as cytost. 
Since one of the most important and significant applications of its 
activity is, as we have stated, one of the most vital factors in preg- 
nancy, we have performed a number of experiments with relation to 
both mother and offspring during that most critical period. 


*Kosmak® has given such a good bibliography on the toxemia of pregnancy, it will not be 
necessary to do more than refer to it. 
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Our experimental work is as follows: 


1. A. Autolysis,—foreeful feeding, the réle of extractives. 
B. Fetal autolysis,—cytost, the product of autolysis. 

2. Specificity of cytost, 

3. Contact effect of cytost. 

4. Breeding of mice with injections. 

5. Injections,—toxemia of pregnancy. 

6. Effect on egg-laying production of hens. 

1. A. Autolysis—Following is a table which is a condensation of a 
number of protocols showing the effect of the administration of ex- 
tractives.2” °° 24 Of especial interest is the effect on the offspring of 
pregnant dogs, in series 5.2* These experiments were carried out to 
determine the effect of feeding pregnant dogs with meat and meat ex- 
tractives and meat freed of extractives with and without the addition 
of B. coli communis, noting the effect upon the offspring. With those 
animals that were fed with extractives and B. coli, the offspring all 
died in periods of time ranging from one hour to two weeks. One 
animal which died three weeks after birth developed an ulcer of the 
stomach and died of hemorrhage from that ulcer. 

The other animals showed general degenerative changes in the tis- 
sues of all the organs; foci of autolysis without round-cell infiltration 
observed in stomach, liver, kidney and other organs.”* 7° 


TABLE I 


PATHOLOGICAL EFFECT FROM FEEDING OF EXTRACTIVES 


SERIES| ANIMAL DIET Spoons PATHOLOGY 
OF DIET 

A Extractives Continuous diarrhea 
B Extractives and B. coli 1 month | Diarrhea, loss of weight 
C | Ordinary diet + B. coli | Normal 
D Meat free of extractives | 66 

series | | 

1 | Ordinary meat in excess | Normal 


2 | Meat extract | Diarrhea and death 
3 | Meat freed of extractives \Grew fat 


rats 
1 | Raw beef + B. coli 1 month | All died 
2 Beef extract + B. coli 
3 | Extract of free beef + B.! 
| eoli 
| A |Meat extractives + B. coli Died 81 days after feeding 
| + meat diet 4 to 6 began 
B | Same diet months |Uleer of stomach 
C 66 66 Duodenal ulcer 
D ae 13 duodenal ulcers 
5 | Pregnant \Offspring died in from 1 


dogs Extractives + B. coli hour to 2 weeks 
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In former experiments,”°*" the processes of digestion, absorption 
and assimilation were retarded by means of introduction of tannic 
acid, alcohol, silver nitrate, mustard oil,** and similar substances into 
the alimentary tract. We subsequently employed extractives’ as 
more nearly approximating physiological conditions, since they are 
present in protein food. Their action was likewise to cause an arrest 
of the normal processes of digestion, absorption and assimilation and 
thus to induce inanition. This inanition induced a consequent break- 
down of body cells with a liberation of cytost, depending in amount ° 
upon the degree to which the catabolic process was carried. This end 
result is shown in the above table, under the pathological results of ex- 
tractive feeding. The extractives were the first link in the chain of 
the vicious cycle of starvation. When starvation is complete, the ani- 
mal utilizes his own tissues in order to obtain sufficient calories to 
maintain himself. The tissues used are oxidized completely, whereas, 
in partial starvation, with tissue breakdown, but incomplete utilization, 
the tissue toxin which is liberated adds to the tissue toxin already ex- 
isting in the organism, and thus produces a lethal factor. 

In pregnancy, tissue breakdown can be seen from Table II 
to affect both mother and offspring. None of the puppies of the 
animals whose tissues had been poisoned by the liberation of homolo- 
gous cytost, survived. 

B. The Autolysis of Fetal Animals.—The rate of autolysis of the 
fetus was’? observed under various conditions using strict aseptie pre- 
cautions. Autolysis®*® appeared more rapid when the fetal animals were 
left in the uterus. In 150 animals the rate of autolysis and the degree 
of toxicity of the tissue toxin was studied specifically. Smears were 
made to determine by microscopic examination that autolysis had 
taken place. The tissue fluid that came from the autolyzed tissue 
(serum) was taken up and injected into animals. This caused death 
in every ease. None of the animals injected lived longer than two 
days. The degree of dosage of tissue toxin was determined by com- 
parative titres made with blood serum of the homologous animal and 
solutions of evaporated solid tissue. The animals receiving the injec- 
tion of the homologous emulsion of tissue from the animal showed 
symptoms of acute venous dilatation of the splanchnic vessels, and 
this was apparently the cause of the sudden collapse and death. The 
actual toxicity of the autolized fetus was thus demonstrated. 

2. Specificity—We have demonstrated the specificity of cytost in a 
variety of ways. One of the most delicate of these is that of intra- 
spinal injection.’ *1 

Table III of a few comparative animal experiments establishes the 
fact that only homologous cytost will induce lesions of a definite 
character. In the spinal cord and fluid we have the most delicate in- 
dicator with which to demonstrate the highly specifie character of 
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tissue ash. We had positive results with homologous cytost, and nega- 
tive results with heterogenous cytost. 


TABLE III 


INTRASPINAL TIONS TO INDUCE PARALYSIS 
| AMOUNT AND 
CAT NO.|CYTOST USED| POINT OF RESULTS REMARKS 
INJECTION 


~ 149 | Homologous} 1 last Complete shock for 30|Death in 8 days. 
Lumbar space|* min.; complete paralysis 

of hindquarters. 
155 | Homologous} 1c¢.e.; last |Complete shock; coma. Death in 12 hours. 
| Lumbar space 
| }e.e.; last {Slight shock; complete|Death in 7 days. 
Lumbar space! paralysis hindquarters. 
t¢.c.3; last |Shock; delirium; marked|Used for another ex- 


158 


192 | Homologous| 


| Lumbar oni ineo-ordination. periment. 

150 | Human | le.e.; last |Slight delirium; no further}Made uneventful re- 

| Lumbar _ e| symptoms. covery. 

157 | Horse | 1 ¢.c.; last | None. Apparently normal 
|L umbar space after recovery from 
| ether. 

161 | Lion | le.e.; last |Slight shock. Uneventful recovery. 
| Lumbar space} 

180 Lion t¢@.e.3 last |Marked delirium. Walking normally 30 

Lumbar space min. after injection. 


5. Contact Effect—Animals were exposed to contact with homol- 
ogous eytost by 1. Insufflation, 2. Aspiration from paws covered with 
» 


eytost, 3. Contaet with cages smeared with cytost. 
l‘ollowing is a description of the method employed in insufflation.** 


Fresh normal ecat’s lung tissue was autolyzed in a sterile chamber filled with 
chloroform vapor for 48 hours. No bacteria were found, microscopically or by cul- 
ture, in the autolyzed tissue products, which gave a strong biuret reaction. A spe- 
cial tube attached to a respiratory indicator was inserted into the eat’s trachea and 
0.5-1 gram emulsion of this sterile autolyzed lung tissue was insufflated into the 
trachea. By the animal’s inereased inspiration a small part of this lung tissue 
product was aspirated into the finer bronchi and caused death of the animal within 
four minutes. In other animals typical pneumonia occurred of both bronchial and 
lobar forms. In cases of immediate death the tissue changes in the lungs were focal 
in type, with disseminated hemorrhagic areas, while the entire lung was hyperemic; 
in some cases it was soaked with blood. 


From Table IV it is evident that insufflation of the bronchial tube 
with homologous eytost produces pneumonia followed by death. That 
this is due to the aetion of cytost as a tissue toxin may be proved by 
the fact that insufflation with other substances did not result in 
respiratory disease or death. ** 

The method by which the autolyzed lung tissue may be earried into 
the trachea under more natural conditions is shown by the following 
experiments. Cat’s paws covered with thin paste of eat autolyzed 
lung tissue. The cat lung tissue was autolyzed under the same sterile 
conditions as in the previous experiments. 


i 
q 
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TABLE IV 


Cats INSUFFLATED WITH AUTOLYZED Cat LuNG TISSUE 


PNEUMONIC FINDINGS 


cat TIMEOFDEATH OF EXAMT: ON IMMEDIATE 
NATION MADE POSTMORTEM 
NO. AFTER UNDER REMARKS 
INSUFFLATION BRONCHIAL LOBAR 
TYPE TYPE 
+ Intense congestion of 
both lungs. 
P 2 + Lungs appeared soaked 
in blood. 
lungs congested. 
45 hrs. Rales. 
| Shock 25 min. Resection of lungs. 
from the beginning. 
P 16 + Intense engorgement. 
P18 Shock 5 min.  “Lisecemens Reaction in both lungs 


with hemorrhages. 


A group of ten eats was selected and examined to exclude any 
respiratory disturbance, and then placed in a large cage. The front 
paws of five of these animals were coated with a thin paste of the 
autolyzed cat lung tissue. The animals were tagged and placed back 
in the cage with the other five cats that had not had the application 
of ‘‘lung paste’’. Within two hours several of the cats began to 
sniffle and sneeze. Within twelve hours all the eats, those that had 
had their paws coated and the others in the same cage that had not 
had the application of paste, had symptoms of involvement of the 
lungs. Eight of these cats died from pneumonia within 48 hours to 
one week after the application of the lung paste. Some of the ani- 
mals showed extensive respiratory pathological conditions. They also 
showed nasal discharge, eyes reddened, conjunctival discharge, and 
extensive rales over both lungs. The temperature at first dropped 
and later rose, but the temperature records were no guide to the de- 
gree of lung involvement. 


The postmortem findings were similar in character to those in which 
the lung tissue was insufflated into the trachea. In some of these 
animals the lungs showed acute hemorrhagie pneumonitis. In others 
there was hepatization of lobar type with dense hardened nodules. 
In others again both types were shown in the same lung. 
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In the following groups of experiments kittens were born or 
placed in cages contaminated with cat cytost. 


Group I consists of kittens born by nonimmunized (normal) mothers 
that were brought into the laboratory and placed in cages con- 


taminated with cytost. 


Group II consists of kittens that were born of actively immunized 
mothers in these contaminated cages. 


Group No. I 


Kittens from nonimmunized (normal) 
mothers unprotected by anticytost 
injections, 


AGE DEATH IN 
weeks ......... 12 days 


Kittens from nonimmunized (normal) 
mothers that were partially protected 
by anticytost injections. 


AGE DEATH IN 


Group No. II 


Kittens from actively immunized moth- 
ers unprotected by anticytost injec- 
tions. 


AGE DEATH IN 


Kittens from actively immunized moth- 
ers that were partially protected by 
anticytost injections. 


AGE DEATH IN 
Born in cage ...... 4 months, 11 days 
1 month 
BOrm IM CBS 11 weeks 


Discussion.—Here we have quite conclusive evidence of trans- 
mitted immunity. It is interesting to note that the kittens from non- 
immunized (normal) mothers, that received partial protection, suc- 
cumbed more quickly to the effects of homologous cytost than did 
the kittens from immunized mothers, with ‘‘hereditary’’ immunity, 
that received no protection. It is also interesting to note that the 
kittens born by immunized mothers, and receiving partial protection 
of anticytost, lived a much longer period. 


The average time of death of any kitten or cat exposed to homol- 
ogous eytost contact, is from ten to twenty days, when unprotected 


by anticytost injections. 


Those kittens, subjected to tissue toxin that are partially protected 
by anticytost so they can continue to live for from four to six months, 
become excellent examples of premature senesence. Growth is usu- 
ally arrested at about two months of age, and various changes appear. 
The front legs become bowed, and the hind legs drop at the back 
(rachitis). Ventral curvature of the spine, unthrifty (staring) coat, 
as well as the slow, deliberate motion of an old animal. The facial 
expression becomes typical of that of a tired and dejected person 


and it ceases to play as kittens are wont to do. Well-marked lame- 


| 
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ness in some articulations is evidenced, and at times all four limbs 
are involved. On postmortem we find all the characteristic tissue 
changes of decreased metabolism. The bones show definite change 
in structure, (rachitis, osteomalacia, ete.), as well as marked articular 
changes, (necrosis, exostosis and ankylosis), due to the stasis in the 
bone marrow and its subsequent cytost reaction, chronic fibrous pneu- 
monia, chronie nephritis. 

4. The Breeding of Mice with Cytost Injection.—A series of cytost 
injections was carried out on a number of mice under most favorable 
conditions. From the following grouping of the experimental animals. 
it is obvious that we found that injections of high concentrations of 
homologous cytost produced death, as in the case of other animals, 
while injections of low concentrations of cytost, repeated at regular 
intervals produced immunization of mother and offspring, so that 
the mortality is very appreciably reduced, in comparison to control 
eroups; while injections of high or low concentrations of heterogenous 
eytost failed to produce any effect at all. 


GROUPING OF THE EXPERIMENTS 
Ist Group: Male and females injected subcutaneously with high concentration, 1% 
Cage 1: c.e. eytost,—10 mice. 
Result: All the mice died in 12 to 48 hours. 

2d Group: 50 mice in 4 cages,—males and females injected with medium concen 
tration of cytost, 14 ¢.c. once a week or 10 days. The death rate was 
considerably increased in both males and females. The usual birth 
rate prevailed, but the offspring showed a high mortality. Within 
2 months 95 per cent of the offspring died and 80 per cent of the adult 
animals. Others that lived through the experimental period suffered 
from ‘‘metabolie disorders, ’’ 

Sd Group: Dilution 4, (0.25 ¢.c.) Y% «ec. of homologous cytost. Thirty mice, usual 
proportion male to females. Six injections ten days apart. Mortality 
was reduced in mothers to 3 per cent, and of the offspring to 5 per cent. 

4th Group: Injection of diluted eytost 0.06 ¢.e. 

10 mice.—-Injections for two months once weekly. 
Result: No deathis. 

Group 5-6: Actively and passively immunized mice by injection of anticytost and 
eytost in low (dilute) concentrations. Results show a very high degree 
of immunity of both mother and offspring. These are being earried 
through for several generations for special report on the question of 
heredity, and referred to here as corroborative, in connection with the 
other immunizing experiments reported. 


5. Toxremia of Pregnancy. A further series of experiments has been 
‘arried on in pregnant cats which have been injected with cytost. In 
all cases where the cytost was specific, the injection, if high in con- 
centration resulted in abortion, with vomiting and shock, none of the 
kittens survived, but in the surviving cats, there was produced nephri- 
tis, either chronic or acute. The table gives a condensed but clear 
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land 2 111 & 112 


5 and 6 289 & 288 


274, 256, 299 


TABLE V 


NAUSEA, KIDNEY DISEASE AND ECLAMPSIA IN PREGNANCY 


DESCRIPTION 


Females 


Pregnant females 


INJECTIONS 


Placental tissue 

| Intraperitoneal 
iHigh eoncentration 
eytost 
Intraperitoneal 


REACTIONS 
'Vomiting 
| Anorexia 


Abortion 
Kittens dead in utero 


PATHOLOGY 


Nephritis and gastric ulcer 
immune 


Pregnant females 


[Pregnant females 


| 


fetuses 


iCat eytost 104 
ntraperitoneal 
| 


CONTROLS 


Vomiting, shock 

Anorexia 

Abortion. 
in utero 


Horse, beef and lion| No vomiting 


eytost 104 
|Mothers in 
cat cytost 


with} Dead in utero 


|No abortion 


| 


Kittens de: 


Chronie nephritis 


id 


Normal 


and acute nephritis’ 


151 
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4 | | 
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and conclusive evidence of the toxie effect of cytost in the toxemia of 
pregnancy. 

6. Effect on Egg-laying Production of Hens.—In a series of experi- 
ments carried out on chickens, in which one flock of ten pullets was 
injected with low concentrations of homologous cytost and another 
with a medium concentration, it may be seen from Fig. 1 that egg 
production in flock A was very greatly in advance of that of the con- 
trol flock; while in flock B, egg production fell markedly, and the hens 
manifested the symptoms of toxemia. The results show very definitely 
that cytost in low concentration stimulates cell mitosis and metabolism 
while in medium concentration, it causes tissue catabolism and break- 
down. Following is the condensed result of the experiment. 


6a 
CHICKENS 
EGGS 
ty 
___fLocKk Cc 
20. 
SO 
or 


JAN. FEB. MAR. APR. MAY JUN. JUL. 


Fig. 1. 


Flock ‘‘A’’: Continued to show improvement in egg yield and general metabolism 
over the contro! to the end of the experiments, e. g., 3 months and 
24 days after the course of 4 injections had stopped; the actively 
immunized pullets were yielding 2 to 3 times the percentage of con- 
trol pullets. 

Flock ‘‘B’’: Twenty-five (25) pullets continued to show a persistent decline as 
the concentration or dosage of cytost was higher and the injections 
were kept up to the end. This as in all our experiments overcame 
the natural immunity and lowered resistance and caused retrograde 
metabolism. 


CONCLUSION 


When taken in conjunction with the hundreds of other animal ex- 
periments of a similar character, we came to the conclusions that we 
have demonstrated that low concentration of homologous ecytost stim- 
ulated cell mitosis and metabolism.’® *° Further, that it directly af- 


= 
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fects germ plasma cell and thus determines congenital conditions and 
heredity. 

That high concentration of homologous ecytost produces the op- 
posite or retrograde effect on the cell causing degeneration metab- 
olism on the germ plasma cell. 

This explains the degenerating effect we obtained on the mother 
and the offspring in all our experiments. 


GENERAL DISCUSSION AND CLINICAL APPLICATION 


An able obstetrician, Patrick, in 1902 (Trans. Tri-State Med. Soc.) 
in a symposium on obstetrics’® made the complaint ‘‘that not only in 
individual instances but whole sections or districts can be cited where 
obstetrical work is performed after the manner of thirty years ago’’, 
and after calling attention to the improved care given to the mother, 
coneluded that ‘‘Loss by death and bitter experience, not the profes- 
sion has wrought this change”’ (ibid., p. 56).1° In the writer’s dis- 
cussion at that time (ibid., p. 67),’° it was deplored ‘‘that the ex- 
pectant plan of treatment is now generally adopted’’. The conclusion 
of Patrick at that time (ibid., p. 55)*° is reiterated in modern litera- 
ture. ‘‘The public has been made alive to altered conditions in other 
departments, they can also be made to grasp this need and we can 
have done with the unreasonable and unscientific hypothesis that be- 
cause a woman does not die during confinement, and that as child 
birth is a physiological process, therefore, she is all right’’. The 
pathological condition was tersely expressed by Ries (ibid., p. 66)1?: 
‘‘Here is the surface—the endometrium, on top of it, the dead 
sloughing tissue’’, but he despairingly concludes that this knowledge 
‘*will only become thoroughly useful when there is a penalty imposed 
on forgetting’’. 

During the war it was recognized that damaged tissue from wounds 
became at once ‘‘dead sloughing tissue’’ and in place of the old ‘‘ex- 
pectant’’ plan, the damaged tissue was removed (debridement) and 
toxemia of shock greatly diminished. A similar plan is advised in the 
toxemia of pregnancy, in which it is suggested that the fetus be re- 
moved at the onset of eclampsia; as science, however, develops better 
knowledge of the causes of toxemia of pregnancy, it is hoped that a 
less drastic procedure may be resorted to in the method of immuniza- 
tion, rather than the very strenuous method of ‘‘plucking out the 
offending member.”’ 

To sum up briefly, care of the mother and offspring during par- 
turition and after birth, is not enough. The profession is coming 
to see that the production of optimum conditions for mother and off- 
spring during the nine months of gestation is not to be considered as 
lightly as it has been in the past. 

The environmental conditions of the fetus may be more potent at 
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the outset than the factors of heredity, and infant damnation may 
oceur in utero rather than after birth, from the operation of conditions 
which mar life hopelessly at the outset. 

It is recognized that the cause of these pathological conditions is a 
toxemia due to the absorption of the toxins liberated by mother and 
fetus and reabsorbed into the blood stream, and as in the ease of other 
circulating poisons, the solution of the problem is the production of 
other substances in the blood stream which will render these toxins 
harmless. This is the theory underlying the activity of eytost, and 
it is a pragmatic one, for it works. As we have demonstrated from 
our protocols, immunization to the tissue-toxins of the individual may 
be produced in varying quantitative degree through the liberation of 
the substance cytost in the individual. This principle is operative in 
wounds, starvation, on any condition in which the products of dam- 
aged tissue can get into the cireulation,—and it is of especial impor- 
tance in pregnancy. 

The treatment of the toxemia of pregnancy by immunization of the 
mother before and during pregnancy not only insures her protection 
but determines the fate of the offspring whose future is dependent 
upon the environmental conditions of intrauterine life. Considera- 
tion of the problem should therefore be of prime importance to every 
physician and surgeon, particularly to those whose practice deals 
with women and children. 
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Easr STREET. (Fer discussion see page 210.) 


ES MENSTRUATION INFLUENCE BLOOD CONCENTRATION ? 


By Marcaret Tyter, M.D., anp FRANK P. UNDERHILL, PH.D., 
New Haven, Conn. 


From the Laboratories of Obstetrics and Gynecology, and Pharmacology and 


Toxicology, School of Medicine, Yale University, New Haven. 


ILE present study was undertaken in order to determine whether 
there is any change in the percentage of hemoglobin during the 


menstrual period of normal women. The occurrence of such a change 
was suggested in some recent work on the hemoglobin of two women 
who had been severely burned and who had shown rather marked 
blood concentration as a result of the burns. When these two women 
menstruated, the blood concentration previously having become nor- 


mal, both showed a striking rise in hemoglobin. In reviewing the 


lite 
reli 


rature on the subject, we were able to find very scanty material 
iting to hemoglobin during menstruation. Pozzi,t in 1899, re- 


ported that the pereentage in whole blood was low just before the 
period, but normal during the period, and this finding led him to 


the 


conclusion that the fall in hemoglobin was due not to loss of 


blood but to some unknown and profound metabolie change. On the 


oth 
the 
1 


er hand, Sfameni? reports a rise in red blood corpuscles before 
period with a fall during the period. 
‘he present determinations were made upon eleven healthy women 


aml comprise twenty-five menstrual periods. Hemoglobin was deter- 


mil 


do 


ied by the Cohen-Smith method which gives higher results than 
hemoglobinometers usually employed. Duplicate determinations 


were made and the readings were discarded if there was a greater 


156 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


difference than 5 per cent between the final values. Six readings 
out of a total of 283 were discarded for this reason. Therefore, be- 
cause duplicate samples are not always read exactly the same and 
even after much practice may vary a few degrees, too much impor- 
tance should not be placed upon slight daily variations in hemoglobin. 
In interpreting the curves we are interested in discovering any con- 
stantly recurring fall or rise during the menstrual cycle, also whether 
during menstruation the hemoglobin shows greater daily variations 
than at other times. Samples of blood were taken at intervals of 2 
to 7 days during the intermenstrual period, every day during the 
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Fi 1.—Hemoglobin in patients with normal menstruaticn. 
g. 


In this and the succeeding figures hemoglobin ag to during menstruation are shown by 
a circle, at other times by a solid black spot. The heavy horizontal lines represent 100 per 
cent hemoglobin. Each small horizontal division is one day. Each vertical division represents 
5 per cent hemoglobin. 


The numbers 1 to 11 refer to the patients studied. 
period and also for several days before the period in those cases in 
which its onset could be accurately predicted. 


Normal Menstrual Periods (Fig. 1) —Six women were studied during 


a total of fourteen normal periods. Some of these patients show an al- 
most constant value for hemoglobin before, during and after the period, 
as Case No. 4, whose readings are at no time more than 7 per cent below 
and 6 per cent above her average value. Others, as Case No. 1, show 
a frequent daily variation as great in the intermenstrual interval as 
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during the period, but there is no rise or fall occurring at the same 
time in each eyele. 

Excessive Bleeding (Fig. 2).—Patients Nos. 7.and 8 had very free 
bleeding but slight pain. Case No. 7 showed persistently a low hemo- 
globin; usually the value ranged between 70 and 80 per cent. During 
one period there was a rise of 14 per cent, but a similar rise had oc- 
curred a short time before the period and, therefore, the rise during 
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Fig. 2.—Hemoglobin in patients with excessive loss of blood during menstruation. 


menstruation is of no moment. This patient’s second period showed no 
change in the percentage of hemoglobin. Case No. 8 showed a slight 
fall in hemoglobin during one of her periods, but here again during 
an intermenstrual period there is a greater fall. If there were a con- 
stant fall in hemoglobin, we should expect it to be present in these sub- 
jects, since the blood loss was greatest in their cases. 

Dysmenorrhea (Fig. 3).—Cases Nos. 9, 10 and 11 suffered during the 
first and second days from rather severe dysmenorrhea, which was 
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Fig. 3.—Hemoglobin in patients with dysmenorrhea. 


associated with abdominal pain and occasional vomiting or headache. 
The greatest excursion shown by Case No. 9 during her most painful 
period is 5 per cent. Case No. 10 shows no constant change in either 
of her three periods (the fall before the middle period is perhaps ex- 
plained by a change in pipettes and shows the importance of always 
using the same pipette). Patient No. 11 also varies from her inter- 
menstrual average of 105 per cent by only 4 per cent during the men- 
strual period she was under observation. 
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Our present method of hemoglobin estimation fails to show, we 
believe, a constant variation in the hemoglobin which is characteristic 
of any one phase of the menstrual cycle. During some periods the 
hemoglobin rises slightly while during others it falls. We cannot 
relate the change to any symptom such as headache with which a rise 
in hemoglobin has been associated by some authors. 

The uniformity of hemoglobin percentage during menstruation 
might be predicted for the blood loss is certainly insufficient to cause 
a measurable decrease in hemoglobin. Recent studies during men- 
struation show a normal basal metabolism; fatigue from measured 
work is as quickly recovered from as at other times. The fact that 
there is no change in hemoglobin content and therefore in blood con- 
centration during menstruation is in aeceord with our present knowl- 
edge of the physiology of this function. 
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SPONTANEOUS RUPTURE OF THE BODY OF THE UTERUS 
DURING PREGNANCY* 
By Howarp F. Kane, A.B., M.D., F.A.C.S., Wasutneton, D. C. 


IIIS paper is presented in order to place on record a ease of spon- 

taneous rupture of the body of the uterus during pregnaney and 
to call attention to some of the etiologic factors in this complication. 
Obstetric literature abounds in reports of cases of rupture of the 
uterus during labor, but spontaneous rupture before the onset of la- 
bor is an infrequent occurrence. 

Mercier, in 1899, collected 28 cases and discussed the subject fully. 
In 1903, Baisch published a study of rupture of the uterus with refer- 
ences to 79 eases. ILis collection, however, includes interstitial preg- 
naney, rupture after cesarean section, pregnancy complicated by uter- 
ine new-growths, bicornate uteri, ete. Only nine fall into the class 
of eases in which there is no gross anatomical abnormality as a cause. 
Since then probably 25 isolated cases have been reported. 

In reading the descriptions of the cases, one is struck by their sim- 
ilarity in regard to previous history, clinical picture, pathologie find- 
ings, and, too frequently, in result. The fact that almost none of the 
cases were correctly diagnosed before operation or autopsy makes it 
particularly desirable that each ease encountered should be reported 


*Presented at the Washington Medical and Surgical Society, November 22, 1920. 
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in detail, with emphasis on the important points. Although the case 
to be reported in this communication was incorrectly diagnosed be- 
fore the abdomen was opened, it seems, in retrospect, to have pre- 
sented a fairly clear picture of the condition. 

In many of the. eases reported, the diagnosis was ruptured ectopic 
pregnancy, ileus, appendiceal abscess, or other acute abdominal con- 
dition which is accompanied by shock. The saving point, however, 
is that surgical interference is clearly indicated and the true nature 
of the trouble is soon learned. 

The mortality, maternal and fetal, in cases of rupture of the uterus, 
is appallingly high. In the 28 eases reported by Mercier, 23 died. It 
should be noted, however, that several of the eases in his series oc- 
eurred in the pre-aseptie era of surgery. A larger number of the 
more recent cases were saved, but at best the maternal mortality is 
well over 50 per cent. The fetal mortality is practically 100 per cent. 
In a few instances it was reported that the fetus moved and breathed, 
but never did it live more than a few hours. That rupture of the 
uterus does not always cause immediate death of the fetus is shown 
by the reports of Leopold and Henrotin. In each of these cases the 
fetus was expelled into the ‘abdominal cavity and underwent a cer- 
tain amount of development, as the placenta remained attached to 
the uterine wall. 

The chief predisposing cause of spontaneous rupture of the body 
of the uterus is multiparity. This is due both to hyaline degeneration 
of the uterine walls as a result of repeated pregnancies, and to the 
fact that many of these patients have been subjected to intrauterine 
manipulations in the course of former labors. This is one of the points 
which should be stressed. In nearly every ease the history states 
ihat there had previously occurred abortions, stillbirths, malpresenta- 
tions, or other abnormalities. In a significant number, the uterus had 
been curetted for retained secundines. Occasionally an intrauterine 
douche is mentioned, and in several instances manual extraction of 
the placenta had been resorted to. 

Some of the authors consider the presence of sear tissue following 
curettage or manual extraction of the placenta to be the cause of sub- 
sequent weakness of the uterine wall. From a study of the histories 
and pathologie sections of those cases which have been fully reported, 
however, it seems more probable that the damage to the myometrium 
is the result of mild infections which have followed those procedures. 
The fact that rupture has oceurred after intrauterine douches and 
versions following which there had been continued rise of tempera- 
ture, strengthens the theory that infection rather than trauma is re- 
sponsible for the friable condition of the uterine wall. 


Infantilism has been fowid to be present in practically every ease 


160 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


of rupture in a primipara. Sometimes this is accompanied by under- 
development of the tubes and ovaries, but more often there is a con- 
dition of extreme thinness of the uterine musculature. Baisch speaks 
of these uteri as being ‘‘paper-thin.’? These cases are in the minor- 
ity and of course little can be done toward their prevention. 


In some eases indirect trauma has been given as the immediate 
cause of rupture. The patients have walked or ridden long distances 
just before the accident. Some have had falls or merely stumbled. 
One, reported by Armytage, had been straining at stool. In many of 
the reports, however, there is no record of previous trauma. 

The usual pathology has been briefly mentioned in the preceding 
paragraphs. It consists principally of hyaline degeneration of the 
uterine muscle in eases of high multiparity; extensive round-cell in- 
filtration and extreme friability in patients with histories of previous 
uterine invasion; and in underdevelopment of the uterus and adnexa 
in the occasional primipara. In one or two instances exceptional de- 
grees of infiltration by decidual cells have been noted, but usually in 
conjunction with one of the above-mentioned conditions. 

The site of the rupture varies. It has been found in the anterior 
and posterior walls, at the fundus both anteroposteriorly and trans- 
versely, near each cornu, and in one ease, along the right border. It 
is usually a linear tear, but once or twice it has been found to be a 
round opening. In MePherson’s case the rent was triangular. 

Enormous hemorrhage has been encountered in most eases, and 
internal bleeding has been the usual indication for operation. H. L. 
Read, however, reported a case of rupture at the fifth month, in which 
the hemorrhage, while giving rise to symptoms, was not sufficient to 
cause the attending physician to do more than put the patient to bed. 
At the end of a month she was able to do her housework. Two months 
later she was sent to Read, who found a large rent in the posterior 
wall of the uterus which had been closed by adherent bowel. 

In treating rupture of the body of the uterus, a few operators have 
sutured the rents as in ordinary cesarean sections. Nearly all have 
felt that supravaginal hysterectomy was indicated. In view of the 
pathologic findings it would seem that in most cases the radical opera- 
tion is the proper procedure. Occasionally a ease has been treated 
by simply packing the uterus, but probably the ruptures in those 
instances were not at all extensive. 


CASE REPORT 


Mrs. R. V. C. was seen September 8, 1920, in consultation with Dr. S. L. Battles. 
The patient, 19 years old, gave a history of having been euretted following an in- 
complete abortion in 1918. She stated that she had a high fever for three weeks 
after the operation, so infection may be inferred. 

She was six months pregnant when seen by us, and had had an apparently nor- 
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mal pregnancy. On September 4, 1920, after a motor trip of several hours, she 
experienced a sudden sharp pain in the right lower quadrant of the abdomen. Sev- 
eral times during the last few years she had had attacks similar to this but not so 
severe. She had been told by the physicians who attended her during these attacks 
that they were due to appendicitis, but she had each time refused operation. 

Since the onset of the pain she had felt no fetal movements. The pain was 
constant and had become more severe. Her bowels had not moved for two days, 
and for two days she had vomited frequently. There had never been intermittent 
pains suggesting labor. She was seen late at night, September 7, by Dr. Battles, 
and an enema ordered by him resulted in a large bowel movement. 

The patient was a young white woman, well nourished but very pale. Lips and 
conjunectivae pale pink. Pulse 110, of good volume. Temperature 101° F. Leuco- 
cytes 23,000. Upper half of abdomen distended and tympanitic; all below umbili- 
cus, of board-like rigidity and extremely tender. Maximum tenderness was directly 
over MeBurney’s point. An intraabdominal tumor reached to the umbilicus but 
could not be well mapped out on account of rigidity and tenderness. No fetal 
heart sounds or fetal movements could be found. 

Vaginal Examination. Small, soft cervix, high in the pelvis, at first suggesting 
abdominal pregnancy. By forcing a finger into the cervical canal as far as the in- 
ternal os, one pole of the fetus could be touched but not identified. 

Diagnosis.—On account of the site of the initial pain and maximum tenderness, 
the vomiting and the history of attacks of appendicitis, a diagnosis was made of 
appendiceal abscess with dead fetus. Internal hemorrhage was not considered 
probable on account of the comparative slowness of the pulse and the five-day dura- 
tion of the acute symptoms. 

Operation.—A laparotomy was performed two and one-half hours after the pa- 
tient was first seen. The abdominal cavity was found to be full of blood and clots. 
After as much blood as possible had been removed, the uterus was found to be torn 
from the fundus to just above the internal os in the midline of the posterior wall. 
About one half of the placenta and three inches of cord extruded through the rent 
and the head of the fetus was just within the opening. The fimbriated ends of both 
tubes were bound by adhesions to the bottom of the culdesac, and the right ovary 
was embedded in dense adhesions. After removal of the placenta and fetus there 
was practically no bleeding. 

The uterus was amputated above the cervix, and both tubes, with the right ovary 
were removed. On account of the poor condition of the patient the appendix was 
not examined. The peritoneum was closed with a continuous suture of catgut, and 
the other layers were brought together with through and through sutures of purple 
thread. Salt solution was given under the breasts throughout the operation. 

Postoperative Notes.—The patient was put to bed, external heat applied, and 
an enema of salt solution and coffee was given. Morphine sulphate, gr. 4 was 
administered hypodermically, and as soon as the patient reacted proctoclysis was 
started. The morphine was repeated twice during the night. Transfusion was con- 
sidered, but the patient seemed to be reacting so well that it was decided to post- 
pone this procedure in ease it should be more desirable later. 

There was no vomiting and the patient took a large quantity of water by mouth 
during the night. Her pulse, which could not be counted when she left the oper- 
ating table, came down to 156, and by morning it was 142. She voided satisfactorily. 
The next day there was some vomiting and distension, but she was relieved 
by gastric lavage and an enema of milk and molasses. The pulse ranged between 
120 and 140, but was of good volume. 

On the second day, September 10, 1920, the patient showed more improvement 
and it was thought that she would recover. Several times she asked to be allowed to 
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get out of bed, but her nurses saw no other sign of mental disturbanee. At about 
6:00 P. M. on that day the nurse left the room to bring some nourishment. When 
she returned she found the patient seated in a chair by an open window across the 
room from her bed. She was earried back to bed pulseless, soon became comatose, 
her temperature went up to 106° F., and in about six hours respiration ceased. 

As an autopsy was not allowed, the actual cause of death is not known. Em- 
bolism seems probable. 


Pathologic examination of the specimen showed the posterior wall of the uterus 
to be very soft and friable. The microscope showed extensive hyaline degeneration 
and round-cell infiltration throughout the entire thickness of the muscle. 


In this case it would seem that the probable explanation of the 
rupture is that a mild infection following the curettage had resulted 
in chronic metritis. That infection had been present seems certain 
from the history, the pathologie findings, and from the presence of 
adhesions to the appendages. The tubes did not have the appearance 
of gonorrheal pus tubes, and the fact that pregnancy had taken place 
shows that the infection was not of the type that occludes the tubes. 

Ilow much the adherent appendages had to do with causing the 
rupture is hard to say. They may have been a predisposing factor in 
that they hindered the upward growth of the uterus and caused the 
posterior wall to tear before the organ was subjected to the strain of 
labor. 

In treating this particular case, the uterus was removed because 
the entire posterior wall was too friable to hold a suture. Otherwise, 
in view of the desperate condition of the patient the rent would have 
been closed and the removal of the diseased organs postponed until 
a more favorable time. 


CONCLUSIONS 


1. Spontaneous rupture of the body of the pregnant uterus before the 
onset of labor is the result of changes in the myometrium due to (a) 
multiparity, (b) intrauterine manipulation with consequent infection. 
infantilism. 

2. Multiparity and infantilism are unpreventable, but in these cases 
the danger should be borne in mind. 

5. In addition to the immediate dangers attendant on postpartum 
eurettage, manual extraction of the placenta, and other uterine inva- 
sions, the late effects may be fully as serious and death of mother anil 
ehild from rupture of the uterus in a subsequent pregnaney may be 
the result. 
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STONELEIGH Court. 


THE CAUSE OF TUBAL PREGNANCY AND TUBAL TWINNING* 


By Lesuie B. Arey, Cuicaco, ILL. 


From the Anatomical Laboratory, Northwestern University Medical School. 
INTRODUCTION 


N the course of an examination of all recorded cases of unilateral 

tubal twins (’22°, 22%, 22°) it beeame apparent that the frequency 
of monochorial to dichorial specimens was about fifteen times greater 
than might have been expected from the uterine ratio. Stages were 
found which show how some double ovum specimens fuse and thereafter 
simulate true single ovum monochorial twins (’22°). There is little 
doubt that this process is responsible for part of the disproportionate 
ratio just mentioned, yet it seems probable that some other factor 
operates as well, and this appears to be an excessive twinning tendency 
among such tubal specimens. This conclusion turns upon certain re- 
cent conceptions of the causes responsible for tubal pregnancy and the 
twinning impulse. Since these authoritative monographs are doubtless 
familiar only to those who follow the technical anatomical publications, 
a summarization of their contents may prove instructive beyond their 
direct application to the question at hand. 


THE CAUSE OF TUBAL PREGNANCY 


Mall (715) has studied the material in the extensive Carnegie col- 
lection, where both specimens and clinical histories are available in many 
instances; his exeeptional qualifications and the unique material at his 
disposal entitle Mall’s conclusions to great consideration. Excerpts from 
this monograph will be quoted and paraphrased. 

Tubal pregnaney is associated with ‘‘inflammatory changes whieh 
must have preceded the lodgment of the ovum in the uterine tube... . 
Any change which delays the ovum in its progress will favor tubal 
pregnaney.’’ Abnormal blind tubes and diverticula are proved ecausa- 
tive factors, but they are rare. Much more common are chronic in- 
flammations followed by adhesions and kinking of the tube, although 


*Contribution No. 93. 
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‘‘it is difficult to associate adhesions on the outside of tube with the 
arrest of an ovum within its lumen. ... .’’ 


*‘Tt is also noticed that tubal pregnancy usually takes place in women who have 
given birth to a child and then been sterile for a considerable period.* This fact 
is well known to gynecologists, and they are inclined to believe that the occurrence 
of tubal pregnancy indicates that the inflammatory condition in the tube, which 
prevents pregnancy for a number of years, is gradually disappearing, so that if 
tubal pregnancy had not taken place, the chances are that the tube would have 
become healed in a few years, thus permitting the fertilized ovum to reach the 
uterus. This theory receives strong support from the study of numerous cases of 
tubal pregnancy. If the ovum within the tube contains a normal embryo, there is 
but little adjacent inflammation. If it contains a pathological embryo, the changes 
in the tube wall are usually marked, and when the ovum is well disintegrated the 
changes are still more pronounced. Read in the other way this would mean that if 
the inflammatory condition is nearly, healed, the ovum implants itself in the tube 
and grows normally, but if the results of infection are still pronounced, the ovum 
rapidly disintegrates. Such an inflammatory process is signalized not only by an 
inflammatory reaction in the tube wall, but also by very pronounced changes within 
the tube lumen, the most common being a condition known as follicular salpingitis 
(Opitz). The tubal folds hypertrophy, their tips becoming adherent. . . . . 
While this process is at its height, it is clear that an ovum cannot pass through the 
tube and much less can the spermatozoa pass outward to reach the ovum. It is 
only after this process has abated somewhat that it is possible to have conditions 
suitable for the production of a tubal pregnancy. 

** Another type of change [is] . . . . an outpocketing of the epithelial lining. 
Here the muscular wall is thick and fibrous and numerous small diverticula reach 
out into the muscular coat. Sometimes these are markedly distended at their blind 
ends. . « 

‘When the ovum lodges at the outer end of the tube, we should expect the outer 
end of the tube to be lined with fairly normal mucous membrane, but if the ovum 
is delayed in its progress and becomes too large to pass later through the uterine 
end of the tube, we should expect to find the tube lumen reduced in size in this 
situation. A third type of implantation usually takes place in the middle of the 
tube, and is the most common variety. In this type we most frequently encounter 
tubal inflammation and follicular salpingitis. It seems that the ciliated cells can 
carry the ovum to the middle of the tube, but no further. 


‘*The nature of the inflammation which appears about a tubal pregnanecy’’ seems 
in certain instances to be ‘‘due to the tightening up of an old infection that had 
occurred at the time of a previous labor, although the evidence points more toward 
venereal disease as a more usual etiological factor.’’ 


AN EXPLANATION OF TWINNING 


‘The eause of twinning is a topie of unusual interest. The common 
‘*fraternal twins’’ which result from double ovulation may be dismissed 
from eonsideration. Properly speaking they are not twins at all. But 
what is the explanation of true twins—homologous or identical, so- 


ealled? That they come from a single ovum is certain (’22*; 722°). 


*In another place (’22d) the writer has shown the length of this period to be about six 
years. 
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The question is how. A predisposing hereditary factor, or twinning 
tendency, is responsible at best only for certain double ovum specimens. 
Single ovum twinning, on the contrary, is not directly inheritable; it 


results simply from factors outside the egg which influence the course 
or rate of development. 


In a remarkable monograph Stockard (’21) has presented the re- 
sults of ten years’ experimentation on the controlled production of 
monsters and twins. He is able convincingly to reduce the primary 
‘cause of all abnormal developments, including twins, to a single factor 
—developmental inhibition or arrest; the exact type of deformity that 
results depends solely on the precise moment when the interruption oe- 
curs. 

The direct application to twinning is as follows: The periphery of 
the blastoderm possesses many potential points where an embryonic 
axis might arise. In ordinary single development one such growing 
point, apparently by virtue of its favorable positional advantage, gains 
the supremacy and suppresses all other potential points, just as the 
terminal bud does the lateral ones in some plants. If, however, the 
developmental rate is slowed at the critical moment when this axis is 
about to assert its dominance, its advantage is then lost and one (or 
more) neighboring points can now compete on more equal terms and 
may assert themselves as additional embryonic axes. If these growing 
points are far apart, separate individuals result; if nearer together, 
various degrees of conjoining. The eritical moment for twinning is 
at the onset of gastrulation, which in mammals corresponds to the forma- 
tion of a primitive streak. Direct experiments on fishes refer the cause 
of arrest to retarded oxidations. Oceasional twinning in the chick and 
the quadruplet formation in the Texas armadillo corroborate this view. 
30th are subject to arrest and reduced oxygen supply—the chick’s egg 
by a lowering of temperature when laid, the armadillo blastoeyst by a 
quieseent period of several weeks in the uterus before it becomes im- 
planted. 

The various organs likewise have definite critical moments of origin. 
A particular type of anomaly, then, will depend on the precise moment 
when the developmental arrest beeame effective. Thus Stockard has 
been able to differentiate the following successive groups and their 
time relations by experimentation on fishes: (1) Twins and double 
embryos (pregastrulation. stages) ; (2) suppression and malformations 
of the eyes (before embryonie shield) ; (3) suppression of primary brain 
ventricles (at earliest appearance of embryonic shield) ; (4) mouth and 
branchial systems (embryonic shield stage) ; (5) otie vesicle (later em- 
bryonie shield stage) ; (6) liver and pancreas (embryonie line stage). 

Thus the production of twins (separate or conjoined) and all non- 
hereditary malformations of organs and parts are reducible to a single 
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sausative factor, namely, a properly timed developmental arrest. This 
generalization constitutes one of the most notable contributions to 
modern embryology. 


AN EXPLANATION OF HUMAN TWINNING, ESPECIALLY TUBAL 


These fundamental concepts should apply equally well to human ab- 
normalities and twinning, provided the ovum is subject to delay before 
implantation and to arrest afterward. There is ample evidence of both 
conditions in the tube. The fertilized ovum ordinarily occupies a week 
or more in its passage to the uterus. During this period it does not 
normally attempt to attach to the uterine tube. But, as Mall (715) 
has coneluded, ‘‘ Any change which delays the ovum in its progress will 
favor tubal pregnaney.’’ Such impediments are abnormal diverticula; 
double tubes; kinking of the tube through adhesions; adherence of the 
mucosal folds (follicular salpingitis) ; epithelial diverticula; impair- 
ment of the ciliated cells. Delays due to migration from the opposite 
ovary are known also. Since tubal implantation is definitely associated 
with preceding inflammatory changes (p. 163), it follows that the 
mucosa has thereby been injured, but at the time implantation is pos- 
sible the inflammation must be largely healed (p. 164). The ovum 
is taken up by the mucous membrane at the outer end of the tube, 
whereupon its fate varies. Due to impairment of the ciliated cells it 
may be delayed in its progress until it gets too large to pass through the 
narrower portion of the tube into the uterus; or in other cases it wan- 
ders into blind pockets or epithelial diverticula; more commonly still the 
ovum is transported to the middle of the tube, where inflammation and 
follicular salpingitis are most common, and there becomes stranded be- 
eause the ciliated cells can carry it no farther. 

When the progress of an ovum is blocked in one of the ways desig- 
nated, it may then attack the tubal wall; in the meantime, however, it 
has attained a later stage of development than is customary at implanta- 
tion. If, therefore, such delayed implantation and the establishment of 
tardy or inadequate oxygen relations should cause a developmental slow- 
ing at the critical moment for twinning, two embryonic axes would 
assert themselves, as in the fish, chick, and armadillo, and monochorial 
twins result. This outline of events becomes a natural inference when 
Stockard’s discovery is applied to the known condition of the tube and 
ovum in tubal pregnancy. It helps account rationally for the prepon- 
derance of single ovum twin pregnancies in the tube, which by its 
greater susceptibility to prolonged and slowly clearing chronic inflam- 
mation further explains why the uterus bears relatively fewer single 
ovum twins. 

The production of uterine monozygotic twins and monsters is doubt- 
less closely allied with, or even indirectly dependent on those condi- 
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tions in the tube just discussed. A nearly healed or structurally modi- 
fied tube might deliver the ovum to the uterus, although tardily; si- 
multaneous inflammation of the uterine mucosa would appear to be in- 
dependently adequate. To what extent these factors operate sepa- 
rately and in combination must remain unsettled. 

There is a demonstrable frequency of faulty implantation in tubal 
pregnancies. Mall failed to find a typical decidua here and hence its 
function in checking hemorrhage by forming a dam between the tips 
of the villi and the eroded mucosa is foregone. There result numerous 
hemorrhages, which form old clots between the villi. ‘‘Even the best 
of specimens frequently show such extensive hemorrhage around the 
chorion and such marked degeneration of the villi that it is a wonder 
that the ovum. continues to grow normally.’’ Checks, permanent or 
temporary, while the chorion is struggling to overcome natural deficien- 
cies in its nidus are sufficient to account both for excessive twinning, 
if the delay prior to implantation be not sufficient, and for the ob- 
served double frequency of malformations in these specimens (Mall 717) 
over the uterine group. 

Intensive studies on normal and pathological tubal implantation con- 
vinced Mall that the primary causative factor of such monsters is faulty 
implantation which prevents an adequate transfer of nutriment. Stock- 
ard agrees with the primary element but from his experimentation is 
foreed to attribute the proximal cause to inadequate oxygen. 
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REPORT OF A CASE OF LABOR COMPLICATED BY OVARIAN 
CYST AND SMALL POX: OPERATION: SPONTA- 
NEOUS DELIVERY: RECOVERY 
By R. A. Bartnotomew, M.D., F.ALCLS., ATLANTA, Ga. 

Mrs. S. W., colored, age thirty, Grady Hospital No. 6722, was admitted Jan. 


3, 1921, is 


and no serious illnesses except pneumonia and malaria in childhood. She had 


labor. She had always been in good health, had had no operations, 


no symptoms of venereal disease. The menses had begun at 13, and had always 
been regular and normal in duration and amount, She had been married six years, 
and had had nine pregnancies, three of which resulted in miscarriages. Four chil- 
dren are living, the oldest six years, the youngest 14 months. These pregnancies 
and labors were full term and normal, the first lasting ‘‘several days,’’ the last, 
four hours. The puerperia were normal. 

The last period occurred April 26, 1920. There had been no abnormal symptoms 
and no complications throughout the pregnancy, except that for several days pre- 
ceding admission, she had had severe backache, chills and fever. (There was a 
mild epidemie of small pox in the city at this time and, as was afterward ascer- 
tained, the patient had never been vaccinated. ) 

Labor pains began Jan. 153, 3 4. M., and she was admitted to the hospital 11 
\. M. at which time the temperature was found to be 100, pulse 128, and respira- 
tions 20. Examination showed heart and lungs normal; blood pressure 135-75; 
measurements, interspinous 24 em.; intercristal 27 em.; external conjugate 20 em.; 
the fundus extended to the ensiform; the fetus was in the R, O. A. position and 
the head movable over the inlet. The fetal heart sounds were normal. The mem- 
branes ruptured spontaneously at noon, following which a rectal examination 
showed the head movable at the inlet and the cervix dilated about 6 em. There 
was an ill-defined, semicystic mass palpable high up, posterior to and just above 
the level of the cervix, and which could not be easily displaced. As the patient was 
a multipara and the pains rather irregular and of short duration, it was thought 
that « natural delivery might take place if the patient was given more time to 
overcome the obstruction high up in the pelvis. There seemed to be no plausible 
explanation in the history or physical findings for the elevation of the temperature 
and pulse, and the patient seemed to be in good condition and showed very little 
evidence of discomfort. 

At 7 p. M. the temperature was 100, pulse 118, and respirations 28; the pains 
occurred every 5 to 6 minutes but were of short duration; the breech was in the 
fundus, the back in the midline, the head over the inlet and still movable, and 
showed no definite cephalic prominence. The fetal heart sounds were normal. There 
was marked tenderness to palpation over the pelvis. Vaginal examination showed 
the cervix almost completely dilated, the head presenting, somewhat deflexed and in 
posterior asynelitism, the large fontanelle being easily reached just to the right of 
the midline and the sagittal suture transverse and just behind the pubes. The 
posterior parietal bone was markedly overriding the anterior. The tumor mass was 
now distinctly palpable, having been foreed down deep in the culdesac. It was 
fixed, smooth, very tensely cystic, and tender, and had the size and shape of an 
adult’s kidney, lying transversely, convex surface down. The mass was even more 
distinctly palpable by rectal examination. 
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Delivery was evidently completely obstructed by an ovarian cyst and laparotomy 
urgently indicated. The abdomen was opened under light ether anesthesia, by an 
incision extending from the pubes to about 5 em. above the umbilicus. The tumor 
was found to be a large cyst of the left ovary, wedged deep into the culdesae, and 
adherent by moderately firm adhesions to the posterior vaginal wall, lower uterine 
segment, and lateral and posterior pelvic walls. Very little could be accomplished 
until the pregnant uterus, covered with warm, moist sterile towels, was lifted out of 
the abdomen and held anteriorly to the right. The adhesions were then gradually 
separated and the tumor freed and removed at the pedicle with the fimbriated end 
of tube. The pedicle was ligated and transfixed to control all bleeding. The right 
tube and ovary were normal. The pregnant uterus was then replaced in the ab- 
domen and the abdominal incision closed. 

Contractions of the uterus which were very light and infrequent during the opera- 
tion, recurred with 


greater strength and frequency after replacing the uterus and 
at the end of half 


an hour following the operation, the baby was delivered spon- 
taneously and normally while the patient was reacting from the anesthetic. The 
baby was a healthy appearing, seven pound, male child, and cried vigorously within 
a few minutes after birth. There was no laceration, 
pressed complete after the usual interval. The pulse 
there was no excess bleeding. 


and the placenta was ex- 
after delivery was 96 and 


hxamination of the cyst after operation showed it to be a dermoid eyst of the 
ovary, 15x 8 em.; irregularly oval in shape. On section of the cyst, it was found 
to he multilocular, there being two large and one small locule filled with putty-like, 
yellow sebaceous material and masses of hair. <A _ tooth 
nearest the pedicle. 


was found in the locule 


The temperature and pulse were practically normal on the day following opera- 
tion, and thereafter. On the second day after operation the patient developed a 
typical small pox eruption over the forehead, arms, hands, wrists, ete., and which 
passed through the various changes typical of such eruption, and disappeared by 
the time the patient was discharged from the hospital. The abdominal wound 
healed by primary union and there were no postoperative complications. 

The baby was vaecinated after birth and showed no evidence of the disease at 


any time. It nursed and gained satisfactorily, and was discharged with the mother 
Feb. 3, 1921. 


20 PONCE DE LEON AVENUE. 


THE SERVICE OF AN OBSTETRICAL CLINIC TO THE 
COMMUNITY* 


By Artruur H. Morse, M.D., New Haven, Conn. 


From the Department of Obstetrics and Gynecology, School of Medicine, 
Yale University. 


N CONSIDERING the service of an obstetrical clinie to the com- 
munity, my viewpoint is that of a university teacher whose activ- 
ities lie in both hospital and medical school, and who therefore comes 
in contact with dispensary, ward and private patients, and is in con- 
stant touch with junior assistants, medical students, nurses and gen- 
eral practitioners. Since the degree of service which the clinic can 
contribute depends so largely upon its physical plant and organized 
personnel, these will be emphasized first. The various avenues through 
which the service of the clinic ean be directed will then be shown. 
Finally, as important requisites for improving conditions pertaining 
to the welfare of women and infants, I shall advocate extending the 
provinee of the obstetrical clinic to include the study and treatment 
of all diseases of the female generative organs and further educating 
the public regarding proper attention during pregnancy and labor. 
To be most effective, the various activities of the clinic should form 
by themselves a departmental unit of a general hospital. This de- 
partment should possess a sufficient number of beds, both free and 
semiprivate, delivery and operating rooms properly equipped, a pre- 
natal clinic, an out-patient service for the care of women who are to 
be delivered at their homes, and a postpartum clinie for the super- 
vision of women following delivery. Moreover, there should be labo- 
ratories equipped for the conduct of investigative work. Finally, 
there must be an adequate staff of trained assistants and nurses. 
The senior staff should consist of a chief of service and his associ- 
ates, whose principal duties are the care of patients, the teaching of 
students and the direction of investigative work. The house staff 
should be composed of a resident, assistant residents, and internes. 
Personal experience has taught me that the pursuit of an active prac- 
tice precludes the proper conduct of a modern eliniec. Therefore, 
while the strict academic plan may not prove to be ideal, I am con- 
vineed that a elinie exerts its widest influence if the director and his 
associates confine their work to one hospital. A graded house staff 
consisting of residents and internes is of notable advantage to sur- 
geons and to patients. Men who have advanced through preliminary 


*Read at the Annual Meeting of the American Child Hygiene Association, October 14, 1922. 
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training to the residency are in a position to share the responsibilities 
and strains of clinical work and are qualified to care for sudden ob- 
stetrical emergencies. In addition, the resident staff is a valuable 
adjunct to the teaching force of the clinic. 


The first duty of the clinic is the care of patients. The number of 
hospital beds assigned for this purpose varies according to the com- 
munity, but for the type of staff which I have in mind this should 
not exceed one hundred. Of this number a certain proportion should 
be reserved as a prenatal ward for the observation and treatment of 
abnormal eases of pregnancy. Furthermore, it should be emphasized 
that the possession of prenatal beds makes available facilities which 
are indispensable for the proper instruction of students and nurses. 

From this brief outline of the organization and administration of 
a clinie, I turn to a consideration of the avenues through which it can 
contribute to the welfare of the community. Patients should be en- 
couraged to register in the prenatal clinic in the early months of 
pregnancy. At the first visit, a thorough general physical examina- 
tion should be made during which particular attention should be 
directed toward the discovery of pulmonary or cardiac lesions. Blood 
should be taken for a Wassermann reaction, the urine should be stud- 
ied, and the blood pressure should be determined. Finally, the pel- 
vis should be accurately measured. 


In encouraging attendance on the out-patient clinic, no factor is of 
ereater advantage than consultations by appointment. We have re- 
cently adopted this system and it has proved so satisfactory that I 
shall speak of it in detail. The dispensary clientele is no longer re- 
quested to be present at the opening hour of the clinic, but each 
woman is assigned a definite appointment for each consultation. In 
this way, the irregularity of attendance so familiar to all of us is 
avoided and an even distribution of patients is obtained. As a result, 
no time is wasted as under the old system. This is an important item 
to women who are employed and to mothers who are burdened with 
household duties and the eare of large families. Under this system, 
the energy of the elinician is better utilized and he is enabled to give 
more concentrated study to the individual patient. Interesting cases 
are more carefully followed and if desirable grouped for instruction. 
Moreover, the student’s interest is aroused and the quality of his 
work is improved. We are gratified also to find that the appointment 
system conserves the time of social workers and nurses connected 
with welfare organizations, for formerly they were obliged to wait 
when they accompanied patients to the dispensary for consultation. 
Under the new system, these workers can arrange for appointments 
and their patients will be seen at the periods allotted to them. Those 
who are associated in the eonduct of a woman’s elinie should know 
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that even a dispensary patient possesses a certain delicacy of feeling 
and they should realize that privacy influences a woman’s psycholog- 
ical reaction. The least offence is given and the best results are ob- 
tained when the woman visiting the dispensary is afforded that con- 
sideration which would be given her by a private physician. The 
adoption of the appointment system is a step toward this ideal. In 
order to give equal opportunities to middle class patients, who eannot 
afford the expense of numerous consultations but do not wish to be 
objects of charity, it appears that similar pay clinics would offer a 
much needed service to the community. 

The outside service is concerned principally with the delivery at 
home of multiparous women who present no abnormalities. Primip- 
arous women should not be attended by this service for the obvious 
reason that the character of labor in these patients is uncertain. 
Neither should the entire responsibility for out-patient deliveries be 
entrusted to undergraduates alone, but a student should be aeccom- 
panied by a member of the staff and a nurse. As a means of instrue- 
tion the value of an out-patient service is debatable, for it appears quite 
as little justifiable to teach abdominal surgery in a poorly equipped 
home as to teach obstetrical technic and operative procedures under 
similar cireumstances. Therefore, I am in accord with those who 
favor the abolition of out-patient services and the restriction of the 
teaching and practice of the obstetrieal elinie to the hospital. 

If the service of the clinic is constantly to improve, the staff must 
review all details in each ease on discharge. Nor does the duty of 
the clinie end here. Upon leaving the wards, the patient should be 
directed to return upon a stated date to the postpartum elinie. Sueh 
a routine study of patients following delivery frequently reveals in- 
juries to the pelvie floor or pelvie abnormalities which demand opera- 
tive treatment if the woman is to be returned to sound health. On 
the other hand, future surgical interference may be obviated as when. 
for example, a puerperal retroflexion of the uterus is permanently 
corrected by the insertion of a pessary. Moreover, prolonged observa- 
tion is particularly indicated in those patients whose pregnancies 
have been complicated by a toxemia or by a eardiae lesion, for the 
information derived in this way is invaluable in the event of a sub- 
sequent pregnancy. 

Now the efficiency of the ante- and postpartum elinies and of 
the outside obstetrical service, if that be still maintained, depends 
largely upon the possession of an adequate personnel of well-trained 
obstetrical nurses and social workers. It is their duty to see that 
patients are given their appointments and that they return at proper 
intervals for subsequent examinations. They instruct prospective 
mothers regarding such matters as a proper diet, the advisability of 
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refraining from excessive work during the latter part of pregnancy 
and the significance of antepartum hemorrhage. If there are evi- 
dences of a toxemia, they direct the patient to the dispensary or hos- 
pital for examination or treatment. Then, too, the decision to deliver 
a patient outside the hospital frequently depends upon the results of 
their investigation of the home surroundings. No one familiar with 
the work of a modern clinic will undervalue the services which this 
division of its personnel contributes to the community. 

Another type of service depends upon the fulfillment of responsi- 
bility of the eclinie as a teaching center. Its resident staff is com- 
posed of young men who will later become practicing specialists or 
perhaps teachers and directors of similar departments in medical 
schools or hospitals. These men should be allowed every opportunity 
for familiarizing themselves with the methods of prenatal care, the 
conduct of labor and the puerperium, the pre- and postoperative care 
of patients and ward administration. Moreover, they should be taught 
the various surgical procedures employed in the treatment of obstet- 
rical and gynecological patients and should be given experience in 
the instruction of students. 

No one familiar with the general low standard of obstetric practice 
will underestimate the importance of student instruction. Students 
of today become the practitioners of the future and through them the 
ideals of the clinie are carried directly to the community. There- 
fore, adequate undergraduate training is essential if the standard is 
to be raised. <All students should be taught the fundamentals of ob- 
stetries; in addition, elective courses should be offered to those who 
wish to do more advanced work. Such an elective plan makes pos- 
sible intensive teaching to smaller groups of selected fourth-year men. 
Moreover, men so trained will be of greater value to the community 
as general practitioners, while they will possess a foundation upon 
which to build if they choose to engage in postgraduate studies. 

One of the greatest obstacles to the suecessful conduct of an obstet- 
rical elinie is the difficulty encountered in obtaining well-trained ob- 
stetrical nurses. Few women choose this branch of the profession as 
their life work and many state frankly that they dislike obstetries. 
However, in many instances the aversion which is felt toward this 
field of medicine depends upon inadequate knowledge concerning it. 
Pupil nurses are impressed with the drudgery of obstetries; their 
deep interest in the subject as one of the most important divisions of 
surgery is seldom aroused. Furthermore, the usual undergraduate 
training is insufficient to impart that degree of information which 
conduees to equanimity during the progress of a difficult labor. 

Now the nurse bears a heavy burden of responsibility and in order 
to have peace of mind while caring for an obstetrical case, she must 
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possess an adequate amount of scientific knowledge. In addition to 
her experience of general surgical nursing, she should know the anat- 
omy and physiology of the female generative organs and should be 
informed concerning the physiological changes which occur during 
pregnancy. She should be familiar with the symptoms and signs 
which indicate the presence of abnormalities in the prenatal period. 
She should understand the mechanism of labor and should be ac- 
quainted with the physiological and pathological changes of the puer- 
perium. Well-trained obstetrical nurses not only are essential for the 
proper conduct of a modern clinic, but they compose an important 
division of the personnel of social and welfare organizations. In this 
eonnection state health departments find it difficult to seeure nurses 
adequately trained in this branch of the profession to act as super- 
visors in the field. Consequently, the elinie should be glad to eoop- 
erate in the education of the nurse and should offer her opportunities 
for advanced postgraduate instruction. 

Since the majority of obstetrical patients first consult the general 
practitioner, he frequently encounters major obstetrical eomplica- 
tions which need the resources of the elinie for their proper solution. 
In these matters, the attitude of the staff should be sympathetie and 
friendly. The local physician should be encouraged to confer witli 
them concerning difficult questions of diagnosis and to send to the 
hospital complicated cases of pregnancy and labor which require the 
facilities of a well-equipped clinic: for their successful treatment. In 
brief, the too frequently prevalent spirit of antagonism should be 
obliterated and hospital and loeal physician should cooperate for 
the welfare of the community. 

Cooperation between the clinic and welfare associations offers an- 
other means by which valuable service may be rendered. These or- 
ganizations come in close contact with women of limited education 
and means, and they possess conspicuous opportunities for raising the 
standard of obstetric practice by emphasizing the importance of ade- 
quate prenatal care and of skilled attention during delivery. More- 
over, their visiting nurses can influence many women to visit the 
dispensary for examination or treatment. Finally, duplication of work 
and equipment would be avoided and a notable step in advance would 
be made if established clinics were to act in the réle of consultant 
for the prenatal centers which are being developed throughout the 
country. 

The staff of a modern hospital should further contribute to the wel- 
fare of the community through investigative work in obstetries and 
gynecology. In addition, therefore, to the facilities which I have 
mentioned, the obstetrical clinie should possess laboratories equipped 
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for the study of anatomical, physiological, pathological and chemical 
problems. 


Having indicated the type of service which an obstetrical clinic 
can render, I wish to point out the greater value to the community 
of a departmental unit which deals not only with obstetrics but 
which includes within its province the study and treatment of the 
pathology of the entire female reproductive tract. From experience 
in general surgery and obstetrics, I believe that no complications 
occur which demand greater judgment and skill than do those which 
are met by the obstetrical surgeon. For example, he must treat such 
conditions as a ruptured uterus, or a perforation of the uterus asso- 
ciated with laceration of the intestine; he must be capable of deliv- 
ering suecessfully a patient who presents an adherent incarcerated 
uterus at term. In any one of these circumstances the life of the pa- 
tient is further jeopardized unless the operator is proficient in the 
technical procedures employed in pelvic and abdominal surgery. But 
since the percentage of abdominal operations in a clinic limited to the 
eare of obstetrical cases is relatively small, this necessary technical 
skill can be gained only in a department which combines the study 
and treatment of obstetrical and gynecological cases. Moreover, such 
an organization provides distinct advantages for investigative work, 
teaching and clinical instruction. It attracts to its personnel assist- 
ants of a higher grade than if its work were restricted merely to the 
eare of women in labor. It benefits the community by developing men 
of broad knowledge and experience who are qualified to deal not 
only with the less intricate problems of pregnancy and labor, but also 
with the major obstetrical and gynecological complications. 

Greater efforts must be made toward the education of the laity re- 
garding the necessity of adequate supervision throughout pregnancy 
and of skilled attention at the time of delivery. They must be brought 
to realize that, excepting gonorrheal infection and tumors, practically 
all diseases of the female reproductive tract are intimately related 
to childbirth and are largely preventable. They must be taught that 
for primiparous women and for all those presenting abnormalities, 
a well-equipped hospital is the safest place for delivery. Finally, they 
must learn that the suecessful management of the major obstetrical 
complications depends upon the surgeon’s possession of the highest 
type of judgment and skill. 

To recapitulate: Such a elinie should be a divisional unit of a 
general hospital and should be conducted by a senior staff whose time 
and energies are wholly devoted to the activities of the department 
and by a junior house staff composed of a resident, assistant resi- 
dents and internes. 


Contributions should be made to the community by cooperating with 
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general practitioners and welfare organizations in the eare of patients, 
by training future teachers and specialists, by teaching students and 
nurses and by investigating problems relating to pregnancy and the 
diseases of women. In order that poor women and those of the mid- 
ale class may avail themselves of the facilities of the elinic, it must 
possess free and semiprivate beds. 

The greatest service will be rendered to the community by a clinic 
which cares not only for normal and complicated obstetrical cases, but 
which ineludes within its provinee the study and treatment of all patho- 
logical conditions of the female generative system. 

Finally, that the service of the clinic may be extended to the great- 
est number of women of the community, the laity must be so educated 
along the lines I have indicated that they will be eager to seek the 
advantages which are available to them. 


MANAGEMENT OF THE PLACENTA IN ABDOMINAL PREG- 
NANCY, WITH A CASE REPORT* 


By A. Jewerr, M.D., F.A.C.S., Brooktyn, New York 


HE number of cases of extrauterine pregnancy that progress to 

term or near term is comparatively small. They do occur with 
sufficient frequency, however, to warrant our serious consideration. 
The very gravity of the condition demands the reporting of every 
ease, and these reports should contain complete data in reference 
to the attachment of the placenta, its treatment and the end result. 
It is only in this way that an adequate amount of material can be 
obtained for a proper study of the best method of handling the 
situation. 

The diagnosis of abdominal pregnancy having been made, the 
child must be removed by abdominal section. There can be no differ- 
ence of opinion on this point. The serious question that then must 
be decided is: What procedure will best safeguard the interests 
of the mother? To answer this question we must first determine 
whether or not the placenta can be removed without danger of serious 
blood loss to the patient. If the blood supply can be controlled, the 
placenta should be removed. Fortunately in many instances its at- 
tachment is more or less pedunculated. Under such conditions the 
hase may be ligated and its removal accomplished without danger. 
At other times, though it be attached by a broad base, the site is 
such that the blood supply ean readily be controlled by clamp or 
ligature prior to its separation. Such locations may be on the body 


*Read at a meeting of the New York Obstetrical Society, November 14, 1922. 
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of the uterus, the broad ligaments or the adnexa. The ovarian and 
uterine vessels can be ligated as the first step in the operation or if 
necessary a hysterectomy ean be performed. After the removal of 
the placenta, peritonealization may be accomplished and the abdomen 
closed without drainage. These I would elass as favorable cases. 


Fig. 1.—Dr. Jewett’s case of abdominal pregnancy showing fetus and placenta in situ. 


When, however, a less favorable condition is met, the gravity of 
the situation is greatly increased and much depends on the course 
that is followed. <A placenta attached to the posterior pelvie wall, 
the anterior parietal wall or to the abdominal viscera is fraught with 
ereat danger; primarily the danger of immediate hemorrhage and 


\ 
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later the danger of secondary hemorrhage or of sepsis. Careful con- 
sideration must also be given to the general condition of the patient. 
In reviewing the reported cases many were found to have been poor 
operative risks. How then shall we proceed under such conditions? 
There are but three courses to pursue: 1. Separation and removal; 


2. marsupialization; 3. leave in situ, with or without drainage. 


1. Separation and removal of the placenta with firm tamponade 
of the site to control the bleeding, is a doubtful procedure as it ex- 
poses the patient to all three of the risks enumerated above, espe- 
cially the danger of immediate hemorrhage. The mortality has been 
high in the eases so treated. 

2. Marsupialization with firm tamponade of the sae offers a better 
prognosis. There are many reported instances where this method 
has been suecessfully followed, in which the placenta has gradually 
separated, been delivered through the wound with subsequent closure. 
Wilbur Ward reported two such eases before this Society. In the 
first case the patient delivered the placenta on the seventeenth day, 
the wound closed and the patient recovered. In the second, the 
wound closed without delivery of the placenta; the patient recovered 
from the operation but died of uterine hemorrhage 50 days later. By 
this method the immediate danger of hemorrhage is practically elimi- 
nated, as there is no contraction of the placental site. There is, how- 
ever, the element of doubt as to whether the placenta will separate 
and be delivered or not. Condit’s ease is interesting in this connec- 
tion. He operated upon a patient five weeks after the death of the 
fetus in the abdomen and found that in that time no placental sep- 
aration had taken place. Its removal was attended by severe bleeding. 
There is always present the danger of sepsis which is somewhat 
favored by the open wound. 

3. To leave the placenta in situ and drain the abdominal cavity 
would seem to be open to all the objections of the last method with 
a greatly increased danger of sepsis as there is no walling off of the 
general peritoneal cavity from the local area involved. In the pres- 
ence of sepsis at the time of operation drainage would be necessary, 
but one would hesitate to elect this method in a clean case. Leaving 
the placenta undisturbed and closing the abdomen without drainage 
has certain advantages in these unfavorable cases. The danger of im- 
mediate hemorrhage is removed; the danger of introducing infection 
at the time of operation is minimized and there is very much less 
shock to the patient. The danger of secondary hemorrhage within 
the abdominal cavity would seem to be slight, as I found no instance 
of its occurrence in the literature. Late sepsis is always possible 
though rare, and if it does oceur ean be controlled by drainage through 
a posterior section. 
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Beck, after a review of the literature up to 1919, showed that the 
mortality in patients treated by this last method was lower than those 
treated with drainage. In spite of the fact that the mortality was 
shown to be lower, I find no recorded instances of this method having 
been deliberately followed since that time. The tendency has been 
for the operator to remove the placenta at once, or at least to at- 
tempt to remove it, irrespective of the condition that is present, and 
too often has this attempt been unsuccessful, because of the bleeding, 
and the use of the pack resorted to. By this unwarranted manipula- 
tion the patient has been denied the full protection to which she 


Fig. 2.—Same case, showing placenta posterior to uterus in culdesac. 


is entitled. Time should be taken to study the situation; the course 
of action determined upon and then only should the operation proceed. 

Sufficient evidence is not at hand to determine definitely what be- 
comes of the retained placenta. It may be completely absorbed, it 
may be partially absorbed with a certain amount of calcification or 
it may become organized or encapsulated. 

I desire to report a ease operated upon by me one year ago, in 
which the placenta was not disturbed and the abdomen closed without 
drainage, and give the present condition of the patient. If any fur- 
ther procedure is undertaken in this case, I will report on the find- 
ings later. 


\ 
my Sr ,; 
\ 
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Mrs. W. H., thirty-four years of age, had spontaneous labor in March, 1914. I 
first saw her again on Sept. 11, 1921. She then gave me the following history. 


There had been no pregnancy since the one cited above until the present one. 
There had been no illness during this interval; her menstruation had been regular, 
of the usual duration, with no pain, Her last regular period began on Feb. 12, 1921, 
Was normal in every respect. She skipped the March period. About the first of 
April she began to have a rather excessive nausea and vomiting with considerable 
pelvic pain. This was followed by a moderate vaginal bleeding and a diagnosis of 
inevitable abortion was made. She was then living out on Long Island and con- 
sulted a local physician who dilated the cervix and packed it and the vagina with 
gauze on April 15th. She continued to bleed slightly for over a month and on May 
“0th the hemorrhage was so profuse that the vagina was again packed. This last 
packing controlled the bleeding, She was fairly comfortable from this time on un- 
til the last of July when she began to have attacks of abdominal pain, slight at 
first but increasing in severity. My associate saw her at this time, gave her mor- 
phine, with rest in bed, believing she was threatening to misearry. He attended her 
through several of these attacks in the six weeks following, and when I first saw her 
on Sept. 11 the pain was almost continuous. At no time was there any sudden, 
severe attack of pain, Her pain was located chiefly in the upper part of the ab- 
domen ard was associated with attacks of nausea and vomiting. She became very 
wenk and though the abdomen increased in size, the patient lost weight and flesh 
rapidly as was shown in her face, arms and legs. 

Physical examination at this time showed the abdomen distended to the size of a 
pregnancy at term; the fetus was lying obliquely with the head in the upper left 
quadrant, the body extending downward to the right. There was a firm mass in the 
mid-line extending from tle symphysis half way to the umbilicus. The fetal heart 
could be heard above the umbilicus on the left side. The cervix was found crowded 
forward behind the os pubis by a boggy mass that filled the culdesae of Douglas. 
A tentative diagnosis of extrauterine pregnancy was made and the patient was kept 
under close observation. The findings at subsequent examinations were unchanged 
«xcept for a slight increase in size. Her heart, blood pressure and urine were nor- 
mal. Two weeks prior to the expected date of labor she was prepared for opera- 
tion, Which was performed at the Long Island College Hospital. The laboratory 
tindings at this time were as follows: 

Blood count: Red cells, 3,940,000; leucocytes, 11,200; polymorphs, 69 per cent; 


hemoglobin, 55 per cent. Blood pressure: Systolic, 122; diastolie, 85. Urine, nega 


tive. Phenolphthalein: Ist hour 15 per cent; 2nd hour 25 per cent. Blood chemis 


trv: Urea, 39.50; urie acid, 5.00; creatinin, 1.80; sugar, 97.50. 


Opceration.—lHligh left rectus incision. The omentum was attached to the parietal 
wall and to the fundus uteri by adhesions that were easily separated. There was 
a small amount of clear fluid in the abdominal eavity. On reflecting the omentum 
upward the child was found free in the abdomen lying transversely among the coils 
of the small intestine behind the stomach and transverse colon with the head deep 
under the costal margin on the left, the dorsum anterior. (Fig. 1.) The fundus of 
the uterus was flattened from before backward oecupying the lower anterior portion 
of the abdomen and pushed forward by the placenta. There were no adhesions to the 
child whieh was readily extracted, the cord being clamped and eut. <A eareful ex- 
amination of the placenta was then made. There were only a few small shreds of 
membrane to be found. The placenta itself, very large and with a broad base, was 
attached to the right side of the posterior surface of the uterus, the right broad 
ligament extending into the culdesae and up on the posterior pelvie wall as far as 


the brim of the pelvis, overlying the iliae vessels of that side, (Fig. 2.) It was 
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evident that it vould not be removed without serious hemorrhage and there was no 
sac of membranes to be sutured to the abdominal wall. Under these circumstances 
it was decided not to disturb the placenta, so the cord was tied in two places, cut 
short and the abdomen closed without drainage. The operation was conducted un- 
der gas-ether anesthesia and was completed in 30 minutes. 

The patient was returned to bed in good condition and there was no marked 
postoperative reaction, The temperature rose to 101° F. on the day following opera- 
tion, reached normal on the third day and continued normal from that time on. The 
usual postoperative treatment was given and she had an uninterrupted recovery; out 
of bed in two weeks and discharged from the hospital on the eighteenth day. 

Pelvic examination on discharge showed the uterus somewhat firmer and smaller 
in size, the cervix soft, nearer normal position with the placental mass filling the 
Douglas from the level of the external os. There was no posterior vaginal fornix. 
The mass was somewhat sensitive to pressure from below. Its upper limit could 
not be determined at this time. 

The child, a female, weighing 7% pounds, breathed spontaneously and eried for 
three or four minutes. Heart normal. While tying the cord the baby stopped 
breathing and the heart rate dropped to from 40 to 60; traction on the tongue, 
artificial respiration, hot and cold tubs were necessary for resuscitation. After 
about ten minutes the baby began to breathe normally but always retained a bluish 
volor. Heat was applied externally and oxygen given continuously. Baby con- 
tinued in the same condition for two and a half hours and then ceased breathing. 
Postmortem examination showed a pulmonary atelectasis. 

Subsequent History.—The patient at the time of her discharge from the hospital 
weighed 100 pounds. She was very weak and emaciated but was able to retain 
food and her bowels were in good condition. She gained in weight rapidly and 
steadily, putting on 30 pounds in two months. Jer first uterine bleeding, except 
that immediately following operation, occurred six weeks later and continued for 
30 days. It was never profuse nor was it associated with any pain. One month 
later, on March 3, she had a normal flow. She has been regular ever since, her 
periods being normal as to interval, duration, character and freedom from pain. 
Pelvic examinations at frequent intervals showed a gradual decrease in the size of 
the placental mass. On April 5, for the first time, the posterior lip of the cervix 
could be identified separate from the mass, There has been no apparent diminu- 
tion in the size of the mass for the past six months. It is, however, somewhat more 
movable in the pelvis and much less sensitive, the chief discomfort at present 
being due to a tugging on the rectum on pelvic examination. When seen last week, 
the patient was perfectly well; weight 150 pounds, 


380 VANDERBILT AVENUE. (For discussion sec page 196.) 


AN ANAL SHIELD 


By J. P. B.S., M.D., Cuicaco, IL. 
(From the Chicago Lying-in Hospital and Dispensary.) 


HE difficulty of avoiding contact with the anus when doing peri- 

neal and vaginal repair work is well known. Numerous devices 
have been used to cover the anus but none are uniformly successful. 
The towel, kept in place with adhesive straps, is most commonly in 
use; but the chief objection to the towel other than it often falls off, 
is that blood, liquor amnii and even fecal matter seep through not 
infrequently, thus defeating the purpose for which the towel is used. 


At the Chicago Lying-in Hospital for the last eighteen months, a small, light 
metal shield has been used with great success. This shield may be made of any 
light metal such as aluminum, tin, soft steel or copper. If made of these metals. 
the weight will not exceed a few ounces. The shield may be made as large or as 
small as the operator desires, but a convenient instrument is one which is approxi- 
mately 11 em. long and 8 em, wide. At each upper corner of the shield is a pro- 
jection outward about 2 em, wide and 1.5 em. long, which contains a small opening 
to accommodate a skin clamp. (See illustrations.) At the upper edge are two small 
ledges about 1.5 em. wide and 0.5 em. long, at an angle of 45° with the shield. These 
are situated at the upper corners and are for the purpose of keeping the plate away 
from the anus. For the same reason the lateral edges of the shield are turned 
backward about 1 em. These small ledges are sufficient to keep the plate away 
from the anus even if large hemorrhoids are present, because the curve of the nates 
projects beyond tle anus sufficiently to prevent any contact between the latter and 
the shield. The lower portions of the ledges, for a distance of about 4.5 em. are 
turned forward, the purpose being to prevent any clamps which may be placed on 
the anterior surface of the plate from rolling off the sides. 

When the operator is ready to use the shield, he cleans the perineum, places the 
Shield horizontally against the buttocks just above the anus and with small skin 
clamps placed through the openings in the upper outer angles of the shield, he grasps 
the skin. There need be no fear that these skin holes may give risa to trouble, for 
the writer has not seen a single infection or other complication result from them. 
After the clamps are in place, the shield is dropped and it is found to cover the anus 
without touching it. There is a space between the fourchette and the shield +so 
that the blood which escapes from tle vagina trickles down over the perineum to 
the basin below. If some of the blood should perchance touch the back of the 
plate, none can penetrate to the anterior surface. If the shield comes very close 
to the anus, as may happen in a very thin individual, it is very easy to curve the 
shield in such a way that it will stand away from the anus. On the other hand, in 
very stout women where the shield might be too far from the anus, the plate may 
be likewise appropriately curved to bring it nearer the anus. 

The instrument has the following advantages: It can easily be made out of u 
piece of aluminum, tin, soft steel or copper. It can be boiled with other instru 
ments and used for years. The discharge from the uterus and vagina cannot con- 
taminate the anterior surface of the shield, and instruments may be permitted to 
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rest on the plate with impunity. There is no danger of having the sl.ield drop as 
so frequently happens with towels or where pieces of rubber are used. If one 
should want to insert a finger into the rectum during an operation on the perineum. 
it is very easy to slip the finger under the shield into the rectum thereby elevating 
the instrument to an inclined position. When the finger is withdrawn, the shield 
falls back into its original position. The instrument is useful not only when one 
repairs perineal lacerations after childbirth, but also when any operation in th? 
vagina, on the perineum or on the vulva is performed. 

Recently an improvement was made by bending the lower 1 em, of the plate 
backward. This prevents blood which may trickle down over the anus and touch 
the posterior surface of the shield from coming in contact, at the bottom of the 


plate, with any instruments resting on the anterior surface of the plate. 


426 East FIFTY-FIRST STREET. 


BENZINE AND IODINE VS. SOAP AND WATER SCRUB IN THE 
PREPARATION OF PARTURIENT WOMEN 
FOR DELIVERY 


By Freperick C. Irvinc, M.D., Boston, Mass. 
(From the Department of Obstctries, ITarvard Medical School) 


N PAGE 177, Vol. IL of THe American JourRNAL or OpsterrRics 

AND GyNeEcOLOGY, Lankford describes his technie for the prepara- 
tion of women in labor for delivery. The patient is given an enema 
as soon as possible after the beginning of labor. The anal region is 
wiped clean and a vulvar pad is applied. When well advanced in the 
second stage of labor the pubes and labia are shaved, using benzine 
as a softening agent. When the head is distending the vaginal out- 
let, the vulva is painted with half strength iodine, followed by a 
similar application to the pubes, the lower abdomen, the inner side 
of the thighs, and last, the perineum, the buttocks and the anus. Cul- 
tures are then taken by rubbing swabs over both labia, across the 
pubes, in the crevices around the clitoris and across the perineun. 
Similar cultures are also taken after delivery. 

In a series of 29 eases he obtained no growth on bacteriologic ex 
amination except in one case where a mould was found, probably 
air implanted. In view of accepted knowledge concerning the abun- 
dant flora of the vulvar and perineal regions and of the comparative 
failure of all methods of skin surface sterilization in other regions 
of the body, his results justly may be considered surprising. I there- 
fore repeated his work on a larger series of cases at the Boston 
Lying-in Hospital and at the same time took an identical series of cul- 
tures from an equal number of patients prepared according to the 
hospital technie, which is as follows: 


On admission the patient receives an enema and a bed bath. The 
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pubie and vulvar regions are then shaved and a sterile pad applied. 
When the time for delivery approaches, the nurse serubs her hands 
in soap and water for five minutes, immerses them in sterilizing solu- 
tion (70 per cent alcohol) for two minutes and then scrubs the patient 
after putting on a pair of sterile gloves. The scrub lasts five minutes 
and begins at the vulva, then takes in the inner surface of the thighs 
working toward the knees, with the buttoeks and anus last. Any 
eotton which has passed over the anus is immediately discarded and 
there is no water or any other solution poured over the vulva at any 
stage of the preparation. After the soap and water scrub, the nurse 
voes over the same area in the same manner with bichloride solution 


Cart I 
No growth before or after delivery 


D0 cases 
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Growth Growth 
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No growth =. 


Soap and water, 


Benzine and iodine. bichloride and aleohol, 


and the house officer repeats it with sterilizing solution just before 
delivery. 

lifty patients were prepared by the benzine and iodine method, 
and another series of fifty, alternating with them, were treated by 
the usual soap and water, bichloride and aleohol teehnie above de- 
scribed. Cultures were taken on all eases both before and after deliv- 
ery and examined bacteriologieally in the pathological laboratory of 
the Massachusetts General Hospital. The comparative results obtained 
are shown graphically in the accompanying charts. 

Twenty-one, or 42 per cent, of the cases prepared by the benzine 
and iodine method showed no growth before or after delivery as com- 
pared with 22, or 44 per cent, of those treated with the soap and 
water, bichloride, and aleohol technic. Consequently both methods 
were equally ineffective in proeuring an absolutely sterile field. 

The puerperium was considered febrile if the temperature reached 
100° I’. or more on two or more successive days before discharge from 
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the hospital. Four out of 50 benzine and iodine cases showed such a 
reaction as compared with eight prepared by the usual hospital 
technic. Apparently, then, the simpler method was twice as effective 
as the soap and water scrub, provided these infections can be consid- 
ered as introduced from without at the time of labor. 

A further analysis of these 12 cases showed: 

1. None of the temperatures could be attributed to any cause out- 
side the generative tract. Five cases were classed as sapremia, four 
as mild septie uterine infections and three as salpingitis. 

2. The four febrile benzine and iodine cases showed no growth 
either before or after delivery, nor were any of them examined by 


Cuart II 


Comparative morbidity 
50 eases )() CASES 
Normal Normal 
ee- S CUSeS 
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Vagina at any time. It seems likely, therefore, that the temperatures 
in these cases were due to infection already existing in the generative 
tract at the time of delivery, to contamination during the puerperium, 
or, what is less likely, to a spread from some remote focus in the body. 
3. Of the eight cases with febrile puerperia, prepared by the soap 
and water scrub, bichloride and aleohol method, four showed sterile 
cultures before and after delivery. One of these cases was examined 
vaginally once. Three of the remaining four cases showed a moder- 
ate growth of staphylococci before delivery but no growth after- 
ward. One of these eases was also examined vaginally once. The 
remaining case showed a profuse growth of a colon-like bacillus both 
before and after delivery but was not examined by vagina. 
Although both methods were equally unsuccessful in securing sur- 
face sterilization, the benzine and iodine technic was twice as effec- 
tive as the soap and water scrub in preventing infection. I believe 
with Lankford that contaminating material may be washed into the 
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vagina by scrubbing with soap and water and that this is particularly 
true when water or solutions are poured over the vulva. It is quite 
conceivable that this factor may account for the increased morbidity 
in the soap and water eases. 

It is futile to expect 100 per cent sterility with any method of prep- 
aration at present known. The clinical histories of large series of 
eases will be more valid evidence than bacteriologic examinations 
in determining which of various methods will prove the most effec- 
tive. Such a series of observations will be started in the near future 
as I realize that the present number is too small to justify definite 
conclusions. It should be remembered that in the work outlined 
above, attention was directed solely to the vulva and the surrounding 
parts and that no attempt was made to sterilize the vagina. 

The cultural reports showed little difference between the two meth- 
ods in regard to the specific bacteria found. As might be expected, 
the staphylococcus was the most frequent organism, with mixed in- 
feetions second, and a pure growth of colon-like bacillus third. The 
streptococcus was recovered once in each series, but on neither occa- 
sion did the patient show any elevation of temperature. 
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Society Transactions 


TRANSACTIONS OF THE AMERICAN ASSOCIATION OF 
OBSTETRICIANS, GYNECOLOGISTS AND 
ABDOMINAL SURGEONS 
THIRTY-FIFTH ANNUAL MEETING 
ALBANY, NEW YORK, SEPTEMBER 19-21, 1922. 


Dr. JoHN F. ErpMann, New York, N. Y., read a paper on Tumors of 
the Breast. (lor original article see page 117.) 


DISCUSSION 


DR. G. VAN AMBER BROWN, Detroit, MicnigAn.—A number of years ago I 
heard Murphy declare that in carcinoma of the breast metastasis never takes 
place in the pectoral muscles. He therefore did not advoeate their removal. 
I was also surprised to hear Dr. Crile make a similar statement. When I re- 
turned to Detroit I took the matter up and considered it with Dr. Davis. Within 
a very few weeks he called me into his laboratory and showed me what was 
very obviously a cancerous area loeated between the pectoral muscles. This 
checked up with microscopic findings. Sinee that time he has possibly in four 


cases ealled my attention to a similar condition of affairs. 


DR. JAMES E, DAVIS, Detroit, Miciicaxn.—Dr. Erdmann has dwelt upon the 
points in diagnosis that can be used before the gland is removed and this is 
exceedingly important. He has also spoken of the difficulties in making a labora- 
tory differential diagnosis of malignancy or nonmalignancy. Really, the dif- 
ficulty sometimes is truly very great. Many pathologists believe that practically 
all of these malignancies begin in the ducts. Supposing this to be true, in 
order to get an involved section it would be important to take representative 
parts for microscopie study from all of the gland removed. That, of course, 
is practically impossible in daily routine work. 

I was glad to hear Dr. Brown e¢all attention to extension of the disease into 
the musele. I will ask Dr. Erdmann to speak about this involvement as an 
influence upon the ultimate prognosis. I believe when the tumor has invaded 
the muscle a poor prognosis should always be given. That metastasis does 
involve the muscle more frequently than many writers and workers have sup 
posed, I am thoroughly convinced, and [I have in my laboratory abundant proof 
of this fact. 

In regard to the treatment by the x-ray or radium, and also the examina- 
tion of the tissue section after treatment has been given; the difficulties in the way 
of successful treatment may be very great because the cellular pictures brought 
about by the ray are of such a character that the detection of physical and 
chemical changes in the cells is easily made but there is no way of telling when 
the eancer cell is killed. 


I have a very excellent histologic example of an unsuccessful treatment. In 
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this section are two nests of cells beginning growth. This breast was treated 
by the direct method, and a section was taken eleven days after the fourth 
radiation, Had this section been obtained a few days earlier the growing cells 
would not have shown at all, and the pathologist would have been justified in 
returning a diagnosis that the cancer cells had been killed. They were not 
killed as these later developments show. 


DR. JOHN W. KEEFE, PROVIDENCE, RuopE ISLAND.—With reference to re- 
moval of the pectoralis major, any surgeon who has operated many times on 
carcinomas of the breast has seen involvement in the musele structure, often- 
times beneath the fascia covering the muscle. To my mind the pectoralis major 
should be removed in every instance for, as the writer stated, the motion of 
the arm is limited to a slight degree, if any, by its removal, 

I feel the public should be educated to know that any growth or swelling of 
the breast should be investigated by some competent physician. Dr, Erdmann 
seems to think that some people have had unnecessary fear. This may be true, 
but the good, to my mind, that will come from the education of the public will 
be more than counterbalanced by the fear some people may have. I have had 
a few instances, however, where knowledge of that condition did not seem to 
impress the patient. I saw a woman recently who had had her breast removed by 
another surgeon six years previously, and she came to me with a carcinoma of 
the opposite breast. She had ailowed eight months to elapse after she had first 
noticed the swelling in the opposite breast. I had another patient within a year 
who, although she noticed the growth of the breast in February, delayed operation 
until July, so that it is a rather difficult problem to educate people so that they 


are sufficiently impressed to have the trouble attended to at once. 


DR. GORDON K. DICKINSON, Jersey City, New Jersey.—Just over the F 
pectoral muscle is the broad deep fascia of the body, which is a subsoil for in- 
filtration for cancer cells which may spread in all directions. It is generally a 
barrier for quite a while; the cancer cells may spread along the lymphaties, and 
that is why in going down over the epigastrium and taking up the fascia and re- 
secting it we have a certain amount of controlling influence over this infiltration. 
My pathologist has more than once shown me cancer cells in the pectoral muscle 
underneath the fascia. Heidenhain says they do exist and proves it, and so 
does Handley. 


DR. EDWARD J. ILL, Newark, New Jersey.—I believe in educating the pub- 
lic early in regard to cancerous symptoms, but the more I have been trying to 
edueate the publie to take no chances, the more I feel there is need for this 
kind of education. However, what we need is to edueate the profession as a 
whole in regard to the earlier symptoms of carcinoma. In very many eases we 
do not ourselves get these tumors of the breast for early operation. We should 
get at the cases as early as possible for operation if we are in doubt. <A frozen 
section at the time of the operation is not by any means satisfactory. I have 
sometimes removed the whole breast to find out afterward that it was not 
necessary at all. I deseribed a papilloma of the duct before this Association 
twenty years ago, and I thought I was the first one to settle definitely the 
pathology of that form of tumor. In the fourteen cases I described at the 
time, there were two cases that had gone for a great many years without reeur- 
renee. One patient was dead. I got the entire wall of the tumor, The other 
patient has died sinee, and she has had a growth for thirty-five years and has 


never had any difficulty. So no doubt a great many of these cases recover. At 
the time, in talking to some of the older members, they remembered two such ear- 
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cinomas. I have seen one papilloma. The condition is rather different from a 
nonmalignant papilloma. Its fixation in the tissues around it is very early. The 
character of the fluid that comes from the nipple is quite different. It is usually 
more bloody and contains many cells that do not occur in a simple papilloma. 
The fluid in a papillary cystadenoma (nonmalignant) is of a more serious char- 
acter. It contains a few leucocytes and some black glandular matter, while in 
the midsection of the tumor one invariably finds epithelial cells in more or less 
large numbers and a larger number of blood cells. 


I feel like some of the other speakers do, that we must remove the chest 
muscles with the breast and in one piece. I believe that the whole axilla, all 
the muscles, must be removed without touching the tissue between the original 
tumor and the axillary cellular tissue. The moment you cut through between 
the two you infect everything. I have been able to dissect out the lymphatics 
in the form of a V-shape, showing malignancy. But how are we going to con- 
tinue? On my return from Erlangen, I was surprised at the amount of work 
(nonoperative) they have done there for the cure of cancer. I have had a 
chance to examine a cancer of the rectum where we had a definite history about 
two months ago, and the cancer has entirely disappeared. It is not enough to 
use four radiations. They use an apparatus that earries 280,000 volts and keep 
the patient under this from two to eight hours; then they nurse the patient for 
six weeks and repeat the radiation once. 


DR. ERDMANN (closing).—From the tenor of the remarks that have been 
made, I have been misunderstood in regard to the question of muscle excision. 
[ distinctly stated that I do not always remove the pectoralis minor muscle, 
but I always remove the pectoralis major. I have never seen metastases in the 
muscles of the chest wall, except where the tumor operated on, primarily invaded 
the pectoralis major or minor. None have returned to me in that condition. In 
a freely movable carcinoma of the breast, where there is no adhesion of the 
chest wall, as I stated, I have not seen muscular implantation. The implantations 
or metastases have been more frequently those in the spinal column, the bone 
metastases causing pressure on the nerves of exit. A number of patients have 
been treated for sciatica after the operation. It is a metastatic pain and not a 
sciatica due to the involvement of the patient’s constitution. I have seen pres- 
sure on the thoracic nerve, and I recall one patient who died six hours after the 
injection of Beebe’s serum. This patient had thoracic involvement. Only one 
dose of the serum was given. She had been in exeellent condition before she 
got the dose of serum. 

With reference to the statements made by Dr. Keefe in regard to cancer 
propaganda, I do not wish to be understood as not believing in cancer propaganda, 
because I am a firm believer in it. When women present themselves with tumors 
of the breast, either involving one breast or the other, we advise them to have 
these tumors removed at the earliest possible date, but we know it takes months 
for people to get rid of the propaganda scare, 

With reference to the frozen section, I fully agree with Dr. Ill. There are times 
when a frozen section is reported negative, and the pathologist at the hospital 
may take a week or ten days before he tells you that the tumor is not malignant, 
and finally he may come to the determination that it is malignant. In one case 
of fat necrosis of the breast we had the patient on the operating table mentally 
nine different times within a week. The conclusion reached was that the tumor 
was not malignant. The patient still lives, now over a year, without any evidence 
of malignancy. When the report is negative and you think you have the ques- 
tion of malignancy to contend with, it is better to remove the tumor. 
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Dr. G. K. Dickinson, Jersey City, N. J., presented a paper entitled 
The Cervix as a Focal Point of Infection. (For original article see 
page 124.) 


DISCUSSION 


DR. H. WELLINGTON YATES, Detrroir, MicuicgAn.—Interest in the paper lies 
in local infection disseminated in this way and giving rise to general symptoms. 
It is interesting, inasmuch as we have had very little of this particular section 
of the genitourinary system called to our attention as a cause. Were it not for 
the fact of one or two repetitions of the maneuver he practiced, I should question 
whether or not the whole thing was not coincidental. 

The question of operation and what should be done with many of the cases 
of endocervicitis is always of interest. It seems the female mind is so easily 
impressed by anything which we do that we should put on the soft pedal in 
general in questions of operation unless there is a very definite cause for it. 
People who have receptive minds, as most women of this type have, are easily’ 
misled and easily brought to the point in which any kind of operation would be 
welcomed. 


Dr. Epwarp A. Wess, Pittsburgh, Pa., presented a paper on Radium 
in the Treatment of Uterine Hemorrhage of Non-Malignant Type. 
(For original article see page 128.) 


Dr. SterpHen E. Tracy, Philadelphia, Pa., presented a paper on The 
Present Status of Surgery in the Treatment of Fibromyomata 
Uteri. (For original article see page 135.) 


DISCUSSION 


DR. JOHN OSBORN POLAK, Brooktyn, New York.—There are two or three 
points in connection with these papers that I want to discuss. The point Dr. 
Weiss makes of the importance of diagnosis in cases in which radium is used 
is one we all admit, but we also must admit the impossibility of making an 
absolute pathologie diagnosis in certain cases of fibroids when we realize the 
number of degenerations that actually take place in these tumors. Therefore, 
[I do not believe that any one will convince us for some time that radium is a 
panacea in fibroids, and that operation is to be excluded. I do believe, how- 
éver, that there are a large number of fibroids and conditions met with in women 
with fibroids that are amenable to radium treatment. Within the last year a 
woman came under my observation with a fibroid as large as a four months’ 
pregnancy, with hemoglobin of 12, whose coagulation time was 18 minutes. She 
was treated with a single dose of radium for 1200 mg. hours, and the hemorrhage 
was controlled. This was done as a temporary expedient, and followed by 
transfusion. The tumor has entirely disappeared. Such an instance as that 
makes one feel that there is a field in a certain limited class of cases for 
radium. 

In hemorrhages of young girls, who have had repeated curettings, with partic- 
ularly soft cervices the pathological examination is practically negative. Repeated 
hemorrhages will so reduce the patient’s coagulability and blood condition that 
something has to be done. Repeated small doses of radium have a large field in these 
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cases, Some of these cases will bleed so profusely that their hemoglobin is reduced to 
20 or 30, and the coagulation time will be increased to such a point that we ean- 
not control the bleeding, and yet with 200 milligram hours, or 400 milligram hours 
of radium we can and do control the bleeding. 

The question comes up, does the use of radium in these young girls have 
an influence on pregnancy? In our experience with a number of these young 
girls who have subsequently married, four pregnancies have oceurred. None 
of these had radium for periods of longer than 600 milligram hours. Per- 
sonally, I believe that small applications of radium have a definite effect on 
the uterine structure, particularly the basal membrane underneath the mucosa, 
and that in such dosage it does not affect the ovarian function. 


There is one point in Dr. Tracy’s paper in regard to hysterectomy concern- 
ing which I wish to speak. He limits total hysterectomy to patients over 
forty. It should be extended farther than that; it should be extended to 
those women who are the subjects of cervical disease, extensive trauma of the 
cervix, or chronic inflammation of the cervix. We were able to colleet in 


256 cases, excluding the cases reported by Leonard, where cancer 


America 
occurred in the cervix after the body of the uterus was taken out. These 
cases occurred after one year. We excluded all the cases reported where re- 
currence took place within a year, believing that the disease was in the 
cervix at the time of operation; consequently I believe that, everything being 
equal, where it is possible in a woman who has a traumatized cervix or an 
infected cervix occurring in the second period of her life, that woman should 


have «a panhysterectomy, and not a subtotal hysterectomy. 


DR. W. WAYNE BABCOCK, PHILADELPHIA, PENNSYLVANIA.—I was very 
glad Dr. Weiss brought out a strong warning against the indiscriminate and 
general use of radium, and particularly against the use of radium in young 
women and those during the period of childbirth. It seems to me, we should 
consider, as we always do, other measures that may, if possible, be used. There 
is one thing many of us have forgotten, namely, tuberculin, but for years I have 
been using this remedy with a great deal of satisfaction. Some of these young 
girls, who develop a uterine hemorrhage, are relieved if you simply take them 
away from their home surroundings, send them to the seashore, turn them out 
of doors, or send them to the mountains. Many of them are relieved without 
any change in the surroundings by giving them a terrific tubereulin reaction. 
This reaction has to be intensive. There must be a distinct temperature, and 
frequently the patient is ill enough to go to bed. As a rule, the effect 
passes off in three or four days. I have not seen any bad effects. 

I was brought up in a laboratory where the fear of tuberculin was great, 
and the teaching of Virchow was such that for years I never thought of 
using it because I thought it was dangerous and improper. Then I began using 
tuberculin and increased it, and I have found in my experience in the last ten 
vears no ill effects in patients who have had tuberculosis of the lungs or 
elsewhere. If you run through a series of cases, if you give these patients 
one milligram, two milligrams, or twenty milligrams, or forty milligrams to 
get the effect of tuberculin, you get results with a frequency that amazes 
you. These patients have a temperture of 101-3°; will lie down for a period; 
the bleeding from the reaction stops, and so, it seems to me, before we do 
anything in the way of local measures, these patients should be subjected to 
this rather simple and easily carried out measure. 

An important matter is the mortality of hysterectomy for fibromyoma of 
the uterus. Dr. Tracy stated that it is 2 per cent. I think that is what it 
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should be, but in the different hospitals of the country it is not what we find 
it. An associate looked over the mortality after hysterectomy in the hospi- 
tals at Philadelphia during the last two years. In one hospital where there 
wus a splendid abdominal technic, the mortality was under 1 per cent, and 
it has been under 1 per cent for years. In most of the hospitals of Phila- 
delphia, and it is true of the hospital where I work, the mortality ran from 
f up to 7 per cent. Not a few of them had 6 per cent. 

I think the time has arrived when associations like this should ask hos- 
pitals, who run continuously a mortality of 5, 6, or 7 per cent for hysterectomy 


for fibroid of the uterus, why is this mortality permitted to continue? 


DR. WEISS, (closing).—I did not present this paper to advocate or endorse 
radium but rather to condemn its indiscriminate use. Radium does shrink 
tumors at times. I did not take up that phase of the subject, because such 
extravagant claims are often made about the disappearance of fibroid tumors 
by radium that the statements sound ridiculous. We should be conservative 
about reporting our results so far as the shrinkage of tumors is concerned. There 
is one common symptom we can relieve with positive assurance, and that 
is the control of hemorrhage to the satisfaction of the patient, physicians and 
associates. 

In reference to the use of radium in these handicapped bleeding patients, a 
minimum amount of time is lost by treatment. In a patient who has been 
debilitated or exsanguinated, it takes some time to get her in condition for 
operation; her convalescence is protracted, and it is difficult to get back to 
her normal condition quickly. When we consider that a large percentage of 
bleeding tumors occur in women who are employed as teachers or in stores, 
the loss of time is a considerable factor to them. Personally, I never tell a 
patient that she will be cured by radium; I tell her we are using this agent to 
relieve her of this prominent symptom, bleeding, and time alone will tell what 
will be accomplished, and to dismiss her after treatment and say that she 
is cured is rather unfair. Clark in his recent analysis, after five or six years’ 
observation of these patients, has found no secondary results, such as sarcom- 
atous and earcinomatous changes. No one can say definitely what will hap- 
pen to the fibrotic shrunken uterus. We should follow up our radium patients 
as we do all carcinoma cases and tabulate the results, and then we will get 
scientific data. 


DR. TRACY, (closing).—Many papers have been written on the treatment 
of fibromyomata uteri by radium, some of which have been so radical as to 
be decidedly misleading. It is necessary to work out what cases are suitable 
for radium and to put the treatment on a sound basis. There is no question 
that radium has a field of usefulness in the treatment of these neoplasms; 
simple uncomplicated cases in women past forty. To eliminate the complicated 
cases is a question of diagnosis, and diagnosis is the crux of the situation. 

I agree with Dr. Polak, that if the uterus is to be removed and there is 
a diseased or traumatized cervix, a panhysterectomy should be performed. In 
some cases if the patient is a poor surgical risk, or if the operation would 
be unusually difficult, it has been our custom to do a supravaginal hysterectomy 


and then destroy with the cautery the functionating part of the cervical stump. 


NEW YORK OBSTETRICAL SOCIETY 
MEETING OF NOVEMBER 14, 1922 


Program by the Staff of the Department of Obstetrics and Gynecology of the Long 
Island College Hospital. 


Dr. Ratpu M. Beacu described a case of Atresia of the Uterus. 


Miss B. W., twenty-nine years of age, was first seen Oct. 28, 1920. Her 
chief complaint was of periodic attacks of pain in the right lower abdomen radi- 
ating to the right side of the back. She had measles at two, numerous bilious 
attacks, membranous sore throat at the age of seven. Patient at 14 years of 
age had apparently a menstrual period of only a few spots and did not flow at 
all in the succeeding fifteen years, during which she had periodic attacks of pain 
in the lower right side and back, lasting from two to three days. These attacks 
would come at intervals of three to six months, beginning on the first day as a 
dull pain, soon changing to a sharp knife-like pain, which was severe enough at 
times to require morphine. These attacks were often assoeiated with vomiting. 
During the past seven months, while she has been caring for an invalid mother, 
the attacks came regularly at twenty-eight day intervals. She has had an oe- 
casional slight white leucorrhea, but feels perfectly well and strong between at- 
tacks. Her weight has never varied much from 100 to 110 Ibs. When first seen 
she had just recovered from one of her attacks. 

Examination showed a rather slim type of girl, somewhat anemic, but ap- 
parently in fair health. Thyroid, heart, lungs, and abdomen are all negative. 

The vaginal introitus admitted one finger with difficulty and there are no ex- 
ternal evidences of infection. The cervix was small, in the axis of the vagina 
and did not show any endocervicitis. The uterus seemed small in size, retroverted 
to the third degree and could not be reposited. Patient admitted to the Meth- 
odist Episcopal Hospital for observation. Under anesthesia it was determined 
that the uterus was retroverted and adherent and also that there were two small 
masses in the culdesac, apparently ovaries. 

A sound would pass but two inches into the uterus from the external os, though 
the uterine body seemed larger. I determined to see her in one of her attacks, 
and to consider the advisability of ovarian transplantation, plastic operations, 
ete. 

She felt perfectly well until January 16, when she had another severe attack 
requiring morphine for its control. The abdomen was slightly tender below, dur- 
ing the attack, but there was no distention or rigidity or any focalizing symp- 
toms pointing toward an appendix. 

She was re-admitted to the Hospital, January 18, 1921, for operation. The 
urine negative, phthalein output 45 per cent in two hours. Red cells count, 
4,500,000; hemoglobin, 85 per cent; white cells, 9,800; polys, 61 per cent; coagula- 
tion time, 6 minutes. 

At operation a median hypogastric incision revealed a small amount of straw- 
colored fluid in the pelvis, with the appendix normal and high in its usual posi- 
tion. The uterus, tubes and ovaries were retroverted into the culdesae of Douglas 
and buried in adhesions. The uterus was about normal in size and the tubes 
were slightly distended and reddish as though they contained blood. A hysterec- 
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tomy and bilateral salpingoophorectomy were performed, coning out the cervix 
from above. The appendix was also removed. 

The convalescence of this patient was rapid and she left the hospital on the 
thirteenth day after operation. 

I have seen this girl several times since and she says she never felt better in 
her life. She had practically no menopause symptoms. 

An examination of the specimen (Fig. 1) shows a uterus which is practically 
normal in size. Upon opening this in the median line anteriorly there was revealed 
an atresia of the cavity about one inch above the internal os. The cavity of the 
uterus above this contained about a dram or so of dark red fluid blood. 

The tubes were dilated, sealed at the fimbriated ends, reddish in color, and 
contained blood. The ovaries appeared normal except that they were buried in ad- 
hesions, 


Fig. 1. 


Diagnosis: atresia uteri, hematometra, retroversion, bilateral hematosalpinx, 
pelvic adhesions. 

A survey of the literature reveals an almost endless number of articles on 
atresias of the vagina and cervix, and a corresponding scarcity of references to 
atresia in the body of the uterus. 

It would seem most likely, in this case, that the atresia was due to infection 
in childhood, either from the measles or the membranous sore throat. 


DISCUSSION 


DR. E. A. BULLARD.—Some years ago a case very much like this one came 
under my observation, and before reporting it I decided to examine the literature. 
I believe these cases will become rarer, for the common cause of atresia of the 
cervix and of the uterus, I found in a great many cases, was either sepsis, or 
the result of measures which are now outworn, such as the use of live steam in the 


uterus, pure carbolie acid or strong zine chloride solutions. 
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DR. I. C. RUBIN.—I would like to ask Dr. Beach whether the tubes were 
probed in order to determine the location of uterine ends. One thing is sugges- 
tive, and that is there may have been a small uterus and on top of that perhaps 
an adenomyoma, which can show bloody changes in its interior, not infrequently 
seen with blocking of the uterine ostia on both sides causing a hematosalpinx. 
It would be essential, I think, in order to exclude that, to pass probes through 
the tubes in order to see whether they are continuous with this cavity or not. 


DR. RALPH M. BEACH.—I found numerous cases in the literature of 
atresias, but there are very few in virgins. I am doubtful whether this case 
was due to infection in childhood, from this so-called membranous sore throat, 
or whether it was possibly a congenital atresia with primary menstruation and 
passage of blood out through the ends of the tubes with consequent development 
of adhesions in that location. I tried to elicit a history of trouble in this girl 
when she was 14 and had this primary menstruation, but there was no story of 
anything that looked like a peritoneal leakage of blood at this time, so we must 
consider it, I think, a case of atresia, the result probably of membranous sore 
throat. 

I did not probe the tubes. It seemed logical that we had a hematometra and 
probably the hematosalpinges were due to a blockage, the blood passing on into 
the tubes. 


Dr. Wituiam A. JewerTrT presented a report on the Management of 
the Placenta in Abdominal Pregnancy. (lor original article see 
page 176.) 

DISCUSSION 


DR. G. W. KOSMAK.—Dr. Jewett is to be congratulated for his courage 
allowing Nature to take her course in this case. 


in 


We have had sufficient evidence to know that the placenta can be left in situ 
safely with less danger to the woman than removal by forcible means. The fact 
that such a good result can be obtained shows how mueh the natural forees of 
the body are capable of in restoring a more or less normal condition. 

In connection with this I want to refer back to the case presented by Dr. 
Beach, in which that view of the matter was evidently not taken. I did not 
participate in the discussion of that ease because I didn’t see the specimen until 
after the discussion had heen closed, but it seems to me in that case Nature 
might have been given an equal chance. We had here a young girl. She had 
enough normal endometrial tissue in that uterus to permit of the menstrual proc- 
esses taking place, as was proved by the subsequent examination of the speci- 
men, and it seems to me that a thorough exploration of the interior of the uterus 
would have shown the presence of that atretic area. <A plastic operation re 
lieving this stricture might have resulted in restoring the menstrual function. 
The fact that the tubes were simply filled with blood speaks for the fact that 
recovery would have taken place because we know that tubes which are the seat 
of a hematosalpinx do recover in the course of time, and I claim therefore, that 
in this case a trial should have been made of more conservative methods of 
treatment along the lines of those referred to by Dr. Jewett. 


DR. H. E. LINDEMAN.—This case places on record another instance of the 
conservative method of treating the placenta and membranes in eases of abdom 
inal pregnancy. 
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Dr. Jewett mentioned the possible complications such as sepsis, hemorrhage, 
ete., but there is one complication which he did not mention that I saw within 
the last year. The past history of the case is unimportant, but a definite diag- 
nosis of abdominal pregnancy was made. Dr. Brettauer operated, and on opening 
the abdomen there was a distinct sac about the size of a grape fruit with a 
living four months’ fetus in it. The placenta, which was about 10 centimeters 
in diameter, was adherent to the left tube, the posterior surface of the left 
broad ligament, the left side of the uterus and the left part of the pelvic wall 
close to the infundibulopelvie ligament. The pregnancy had apparently been a 
continuation of a tubal abortion on that side. The sae and placenta were easily 
stripped out and there was no hemorrhage. The fetus was definitely alive after 
delivery. Dr. Brettauer resected the tube and ovary and part of the broad liga- 
ment on the left side, and then whipped over the cut surfaces and closed the 
abdomen without drainage. The patient did very well the next day. The fol- 
lowing day she developed symptoms of intestinal obstruction, and on re-opening 
the abdomen, massive adhesions of the small intestine and sigmoid with distinct 
double-barrel angulation of the sigmoid were found, and although this was re- 
lieved, she died within an hour of the operation. 


DR. A. C. BECK.—I was present at the time Dr. Jewett did this operation 
and the ease with which it was done was greatly in contrast with a previous 
ease at the Long Island College Hospital, where the placenta was removed prac- 
tically from the same site. There were 12 cases similar to the one reported by 
Dr. Jewett up to the time that I went over the literature on this subject. Of 
those, eight survived. Two died directly after operation from sepsis that was 
apparently present at the time of operation. This was a favorite procedure of 
the Italians about 1895. 


DR. W. M. FORD.—In support of Dr. Kosmak’s position, I would like to say 
a word in reference to the case of atresia of the uterus. Like Dr. Kosmak, I 
did not see Dr. Beach’s specimen until after the discussion closed. The appear- 
ance of this specimen suggested a similarity between it and the case to which 
I wish to eall attention. This patient came under observation about a month 
ago. She had been curetted for sterility and subsequently failed to menstruate. 
For several months she believed that she was pregnant and when a year and a 
half elapsed and she had had recurrent sensations of pelvic congestion and dis- 
tress, without delivering herself of a child and without any evidence of menstrua- 
tion, she sought relief by consulting Dr, Flint. He was unable to pass a sound 
into the uterus and made a diagnosis of atresia. The patient entered St. Bar- 
tholomew’s Hospital and under an anesthetic very little difficulty was experi- 
enced in passing a sound into a markedly retrocessed but not retroverted uterus. 
With very little difficulty the stricture, which was apparently complete, was 
overcome with the sound and Peaslee dilators. A stem pessary was inserted and 
the woman is just beginning to menstruate without difficulty. This case is 
similar to the one presented by Dr. Beach and suggests the possibility of less 
radical means accomplishing the more desirable end, 


DR. BEACH.—When I took this patient into the hospital the first time, we 
attempted by forcible means to pass this obstruction. This atretiec area was cer- 
tainly three-eighths of an inch wide at the time of the operation. It is true as 
the findings show here, we have a wide atretie band, and but a small uterine eav- 
ity which did not hold even a dram of blood. In other words, apparently the 
anterior and posterior walls of the uterus are adherent. In addition, this uterus 
was in the culdesae and was completely buried in adhesions: the tubes and ova- 
ries were totally adherent. It was a ease such as you see as the end-re- 
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sult of an inflammatory condition and ealled for removal of the uterus, tubes 
and ovaries to cure the patient. We tried to pass the stricture at the time of 
anesthesia, but without success. In looking into the abdomen with everything 
plastered down and adherent, it seemed to me the one chance the girl had of a 
cure was to take the uterus out. 


DR. F. A. DORMAN,.—I think this case of Dr. Jewett’s is of a good deal of 
value to us because it is a dangerous thing to attempt the removal of these 
very difficult adherent placentae, and if they can be tolerated in this way and 
if time shows there is no infection present, it is the logical thing to do. I 
hope, however, that this will not deter the operator from removing placentae 
where there is a possibility of discovering a hemorrhage and controlling the 
bleeding because it is a much more normal thing than to leave a woman with a 
foreign body in the abdomen. 


Dr. WILLIAM PFreirreR presented a case report of Cesarean Section 
Following Coffey Plication of the Round and Broad Ligaments. 


Mrs, C., age twenty-nine, was seen in consultation with her physician Septem- 
ber 15, 1922, and gave the following history. Her chief complaint was abdom- 
inal pain during pregnancy. She knew of no illnesses of childhood except pertus- 
sis. As an adult she complained frequently of some ill-defined gastrointestinal 
trouble producing intestinal fermentation and causing syncope. Appendix re- 
moved six years ago and was drained for a few days. 

Menses began at 16, established at onee, of irregular habit, the interval 
usually of five to six weeks, but occasionally four weeks; six to eight days’ flow, 
amount profuse, not clotted; seldom any pain, but when present was in sacral 
region, No leucorrhea until after last delivery. Date of last menstruation some- 
time in February, 1922. Patient was married seven years. Three previous 
pregnancies terminating six, four and two years ago, the present pregnancy be 
ing the fourth. All pregnancies accompanied by occasional attacks of syncope. 
\ll deliveries were spontaneous and she was not lacerated until the last delivery; 
this was not repaired until later. The child died of pneumonia at one and 
one half years of age. 

Following the third delivery there was considerable pain in the lower ab 
domen and back and a sensation of loss of support at the pelvie outlet, all of 
which were worse at time of menstruation. Leucorrhea was considerable. Cor- 
rection of these conditions by operation was advised and this was done in 
October, 1921, by a very competent general surgeon. There was some relief ob 
tained for a short time, Menstruation in January, 1922, was considerably pro- 
longed and the one at an uncertain date in February was the last, conception 
probably oceurring soon after its cessation. Almost immediately pain returned, 
located in lower abdomen and back and severe enough to ineapacitate so that 
the patient was obliged to remain in bed for five weeks. Vaginal discharge of 
thick mueus, greater in amount than before operation was an annoying feature. 
As the uterus enlarged, pain appeared in the umbilical region, and finally in the 
epigastrium, though the greatest intensity at all times was in the inguinal re- 
gions; the pain was constant with periods of exacerbation. She was never 
well subsequently but was up and around until seven weeks before admission 
to the hospital when the increasing severity of the abdominal pain caused her 
again to seek her bed. Codeine and morphine were the only source of relief. 
Constipation was present though not obstinate; sleep was indifferent, appetite 


poor, and altogether the patient was a very miserable woman, 
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Physical examination on September 15, 1922, showed an adult female of spare 
figure and unhappy countenance. Head and neck negative; some carious teeth; nose 
normal. Heart and lungs normal. The abdomen was enlarged by a pregnant uterus 


about the size of a seven months’ gestation. Presentation cephalic and fetal heart 


heard. There were two sears in the abdominal wall, one in the right lower quadrant 


and the other in the midline below the umbilicus. The entire abdomen is extremely 


Fig. 2. 


sensitive without rigidity and palpation of the lower half caused marked discomfort 
greatest near Poupart’s ligaments. 

At this time the type of operation was not known to me but it was believed 
that the condition was one due to some form of fixation. It was determined to 
follow an-expectant plan, if possible, in the interests of the fetus until pregnancy 


had entered the ninth month, and this was done, though not without repeated 
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requests for relief from continued and increasing suffering. In the meantime a 
communication was received from the surgeon who had operated upon the patient 
in which he said he performed ‘‘a curettage, perineorrhaphy, removal of the 
greater portion of both ovaries for fibrous enlargement, and a Coffey suspension 
of the uterus for retroversion.’’ He adds, ‘‘Her follow-up notes show that she 
continued to have backache and headache.’’ 

Operation performed on October 12, 1922. A six-inch incision slightly to 
right of midline, half above, and half below umbilicus. On opening the peritoneal 
cavity the omentum was found adherent to the uterus in three or four places 
anteriorly and near fundus. The broad ligaments were quite thin at their su- 


Fig. 3. 


perior margins and reaching to within two inches of the fundus; they were felt 
as distinct though thin bands to the sides of the uterus and about three inches 
distant from each other measured across the anterior surface of the unopened 
uterus; the portion of the round ligament infolded could not be palpated in the 
thinning of the tissues to the sides of the uterus. (Fig. 2.) The tubes were drawn 
closer together than normal. The round ligaments running outward from the sides of 
the uterus were much enlarged, reached but half way to the fundus and formed 
an acute angle as they were approximated on the face of the uterus. Numerous 
varicosities, some as large as the little finger, were general throughout the broad 
ligaments. In the lower segment of the uterus the broad ligaments were ex- 
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tremely tense and not as much thinned as above. The omental adhesions were 
tied off and the usual type of section done. After closure of the uterus an at- 
tempt was made to deliver it to study conditions more thoroughly and to de- 
termine the further procedure, but this was found impossible because of the ten- 
sion of the broad ligaments at the lower uterine segment. Only could this be 
done after the incision in the abdominal wall was extended inferiorly. (It will be 
recalled that the patient’s discomfort was greatest in the hypogastric and in- 
guinal regions). It was seen then that in the uterus now closed the broad liga- 
ments were within one inch of each other in the midline, reached but two-thirds 
the distance to the fundus and were very tense below even in the smaller 
emptied uterus; the round ligaments now almost met. (Fig. 3.) It was felt wiser 
not to attempt to remove the broad ligaments from the face of the uterus as it 
would leave a raw surface of such size that peritonealization would have been prac- 
tically impossible, hence the abdomen was closed with the decision to do a 
hysterectomy later on if pain recurred. 


DISCUSSION 


DR. A, B. DAVIS.—In looking at the pictures it seemed to me that the method 
of Coffey suspension was much exaggerated and the forward pull on the uterus 
by the round ligaments carried too low down toward the lower uterine segment. 

Years ago, when suspensions and fixations were done rather freely on women 
in the child-bearing period, we were called upon to perform cesarean sections 
on quite a number. I did ten cesarean sections with this as a decided indication. 
two of them were cases of my own in which I had done a Kelly suspension, in 
which a band developed and distorted the axis of the uterus so that the force 
of the labor was against the lower uterine segment, posterior, and the cervix in 
one case was turned far up in the right iliac region. In that case before the 
cervix could be found, an anesthetic had to be given. In one case an interposi- 
tion operation was done and the patient became pregnant and continued to the 
fifth month. Of late years I have not seen any of this class of cases but a 
considerable number of patients come under my observation for whom we are 
obliged to do some form of suspension. I have followed the Coffey method with 
some modifications in occasional cases, carrying the round ligament plications 
well up and attaching them near the fundus in front. These cases go through 
pregnancy without disturbance and are delivered often without difficulty and 
leave the suspension in good condition. In cases in which uterine support is 
stretched or lax and fails altogether to function, allowing retoversion and 
descent of the uterus, by shortening these supports and bringing the uterus up 
where it belongs normally, a strain is taken off these supports and they regain 
their tone and efficiency. This operation does not interfere with subsequent de- 
livery. It is possible that in some eases the first stage of labor is somewhat 
slower. A few days ago I delivered a patient who had been subjected to a vag- 
inal plastic and suspension operation by a general surgeon, which, happily, must have 
been very skillfully done, although I did not open the abdomen, but from the ap- 
pearanees it was a Coffey suspension. The cervix did not dilate well. The woman 
had a good many hours of ineffective labor, the child’s heart began to show 
the strain, meconium was coming away in a vertex presentation. I did a very 
easy version and breech extraction of a living child. To all appearances the 
suspension of the uterus was in no way interfered with by this pregnancy and 
delivery. 

Dr. Pfeiffer shows the folding over of the round and broad ligaments on each 
side well toward the midline from the fundus down the anterior wall of the 
uterus with round ligament showing 


exerting its pull far down near the lower 
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end of the uterus. I think that the location of this traction of the round liga- 
ment as shown, is a mistake. It should be well up near the fundus. It is to 
be noted that omentum is adherent to the fundus as though the uterus had 
been grasped at this point during operation and had left small wounds favoring 


such adhesions. 


DR. H. E. LINDEMAN.—From the illustration, I do not believe that this is 
a properly executed Coffey operation. In Coffey’s original paper, as well as in his 
second paper, the operation which he described is entirely different from the 
illustration shown here. In that operation, after suturing the round ligaments 
down aeross the anterior surface of the uterus, he brings them back again to 
the fundus, and as he deseribed it, the broad ligament is folded down with the 
round ligaments and sutured into place. Later the ligaments spring back to 
their original position, so that if the operation had been properly performed in 
this case that would have been the mechanism and the round ligaments would 
arise from practically their normal origin and course outward to the internal 
rings instead of arising from the anterior surface of the uterus about two 
inches below the fundus as they do in this illustration, 

If this were a case of posterior sacculation of a pregnant uterus, as in ventro 
fixation, the round ligaments would still follow a course from their normal site 
of origin with the broad ligaments from elose to the fundus and not from way 
down on the anterior surface of the uterus. 


DR. WILLIAM PFEIFFER.—I think if the doctor had done as Dr, Davis sug 
gested, namely, brought the round ligament back to the fundus, the trouble 
would not have happened. This operation was done by a general surgeon in an 
institution where there is no gynecological service. Probably that makes a great 
deal of difference. Nevertheless, the picture shows accurately the operation as 
outlined by Coffey in the Year Book for 1911, and the last step was to bring the 


round ligament down to the inferior angle, and not to the fundus, 


Dr. GORDON GIBSON read a paper entitled A Clinical and Pathological 
Study of the Non-Surgical Cervix. 


DR. GIBSON ealled attention to the fact that a great deal of needless surgery 
was being done on the cervix of the child-bearing woman, and also that a large 
number of cases were called endocervicitis which were not true endocervicitis in 
that there was no infection present, but that the symptoms which brought the 
patient to the doctor and the physical signs which he found on examination were 
due quite often to passive congestion rather than to infection, 

This should stimulate a more eareful investigation of cases with an at 
tempt to classify the process present rather than to dismiss it as a lacerated cervix 
and to treat it for the laceration alone. As the investigation progressed he be 
came more and more impressed with the fact that the degree of the laceration 
had very little to do with the pathologie process in the cervix, marked changes 
and pronounced symptoms being present with very slight lacerations and at 
times no changes in the cervical tissue, per se, when deep bilateral or multiple 
tears even extending into the bases of the broad ligaments were present. It was 
found that, irrespective of the presence of, or of the degree of, tears, the changes 
were of two kinds, those due to passive congestion and those due to infection 
of the cervical glands. He then tried to classify in his own mind just what type 
of cervix demanded operation in a woman in the child-bearing period and which 


tvpe or types could be treated so that the woman would be relieved of her symp- 


« 
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toms and be able to bear her children. This presented several difficulties as no 


two patients are alike and there are many types of clinical pictures. It seems 
to him that the main indications for operation on the cervix during the child- 
bearing period were (1) marked hyperplasia, whether due to passive congestion 
or to infection, and (2) extensive tears with infection of the cervical glands. 
This left then for treatment cases where there was passive congestion of not 
sufficiently long standing to cause hyperplasia, and cases where infection was 
present in nonlacerated or moderately lacerated cervices where it was the infee.- 
tion that ‘Was giving rise to the symptoms and physical signs and not the extent 
of the laceration and which, if neglected, would soon become hyperplastie and 


demand operation. There are then two types of cervix which may be called non. 


surgical or nonoperative and it is the management of these that is up for dis- 
cussion. 


The cause of the congestion in the noninfected cases was found to be, in the 
majority of instances, relaxation of the pericervical tissues. Careful examina- 
tion reveals that the uterus as a whole has an increased mobility often to a very 
marked extent. 


Unless an attempt is made to determine this increased excursion 
oft 


the uterus the condition will be overlooked, as the cervix is often in normal 


position with the body of the uterus forward when the patient is in position for 


examination. This relaxation allows the uterus to fall low in the pelvis when the 


woman is on her feet thereby causing a circulatory unbalance with resulting pas- 
sive congestion. Pathologists are divided in believing that long-continued hy- 
peremia will cause hyperplasia of the connective tissue but there seems to be 
enough ¢linieal evidence to warrant the, belief that it does. 

It was found that if this circulatory unbalance be removed early enough, the cer- 


vix will involute to almost its normal state. In Dr. Gibson’s hands the most efficacious 


method to restore the circulatory balance is to fit a proper pessary, thereby re 
moving the drag on the pelvie structures. The majority of these cases have 
erosions of varying degrees which are removed by brushing over with the cautery 
blade. In this type of case the cervical glands are not diseased, only being more 
active because of the increased blood in the tissues. 

The treatment of the second class of cases, that of the infected cervix with 
no laceration or moderately lacerated in which there have been no hyperplastic 
changes, no method has given such satisfactory results as has the electric cautery. 
The gland bearing area of the cervical mucosa can be removed by careful sys- 


tematie applications of the cautery blade. A great deal of care must be taken 


und the method demands a good deal of patience on the part of the doctor and 
the patient. A good deal of time may be spent in effecting a cure of the condi- 
tion but it seems to be better to spend this time rather than to do an opera- 
tion for the removal of infeetion while the woman is still in the child-bearing 
period. 

[t is quite true that there are often associated lesions which in themselves de- 
mand operation. Tere again a thorough cauterization of an erosion or of an in- 
rected canal with moderate laceration when one is doing an operation for, say, 
retroversion and lacerated perineum, will leave a cervix which is better able to 
funetionate than one whieh has had an operation for the removal of an infected 
canal, Among the last 1000 patients seen in the Polhemus Clinie there are 38 
who have been cured of a gonorrheal endocervicitis. This 


number may seem 
small but it means that 


there are 38 women who have an intact cervix that is 
able to funetionate. 

We are often asked how we differentiate between the cervix with passive con- 
gestion and the one which is infeeted. The 


congested cervix is large, soft 
und boggy and is freely movable. 


It is dusky in color, there are no cysts, there 
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is generally erosion and the discharge is more mucoid than mucopurulent in 
character. The predominating microorganism in the cervical discharge is the 
microcoecus catarrhalis, The infected cervix presents much the same appearance 
but is tender and there is invariably some limitation of motion accompanied by 
pain due to the pelvic lymphangitis. There is redness rather than a dusky hue 
and the discharge is distinctly purulent in character. The predominating or- 
ganisms are the colon bacillus, staphylococci, streptococci and gonococci. The 
tenderness of the uterosacrals has been attributed to parametritis by many but 
it seems to me to be due to a pelvic lymphangitis analogous to lymphangitis of 
the arm and tender glands in the axilla in the presence of an infection of the 
hand. When the infection disappears from the cervix the tenderness in the pelvis 
disappears just as it does with the hand. 


DISCUSSION 


DR. W. P. HEALY.—It seems to me that we have to consider primarily one 
other factor and that is the age of the patient in deciding the method of han- 
dling the diseased cervix. 

There is no doubt in a society or organization of this kind that every man is 
agreed that the cervix should be conserved in the young women for its fune- 
tional use if pregnancy is to take place, but in the older woman getting beyond 
the child-bearing period who may have the same type of diseased cervix illus- 
trated here, it seems to me the wiser plan is to remove the cervix by trachelectomy 
because the question of pregnancy can be, to a larger extent, set aside; and then 
we must begin to consider the question of the development of cancer in a dis- 
eased cervix. 

With regard to the use of the cautery, I believe that more and more those 
of us who deal with diseased cervices will use the cautery. 

I would like Dr. Gibson, in his closing of the discussion, to tell us more def- 
initely whether this application of the cautery that he speaks of as brushing, is 
done at only one sitting or whether it is an application that takes place several 
times in his cases. 

For a good many years, I have been ecauterizing diseased cervices in young 
women, but very much more strenuously than Dr. Gibson has indicated here 
tonight. I have very definitely cauterized them completely about the cervix 
and always deeply into the cervix so that there will be at least eight grooves in 
the cervix, three in front, three in back and one on each side. When we have 
finished that type of cauterization we have a very bad looking cervix and it will 
be questionable in the minds of those who don’t cauterize strenuously whether 
that is desirable or not. I am speaking now of the cystie cervices, where you 
wish to conserve the cervix in the young woman. If you will try that form of 
treatment I am sure you will, in most of those cases, be gratified with the con- 
dition of the cervix at the end of eight weeks’ time. The patient will have u« 
good deal of discharge, in the eight weeks following the operation, but the 
condition gradually clears up, and at the end of that time she should have a 
cervix that will function, because in the last seven years quite a fair percent 
age of those young women have conceived more than once and gone to term and 
been delivered without undue complications from the cervix, 

I believe it is easier to cauterize these cervices than to operate on them. 

In the presence of a markedly diseased cervix I believe that the patient 
should be under an anesthetic so as to carry on vigorous cauterization. 

I endorse what Dr. Gibson said about the methods of treatment of the other 
eervices where there is edema. I believe they are best treated in the manner 
whieh he described. 
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One more word in connection with the edematous cervix: nearly all of those I 
have ‘seen have been in subinvoluted uteri following pregnancy in which the 
obstetrician has not followed up his patients and put in a pessary, which would 
have prevented this. 


DR. GORDON GIBSON.—Dr. Healy spoke of the age of the patient. When 
discussing this subject I did not refer to that because I thought perhaps it would 
be inferred, but, we are referring to the child-bearing period of life. The woman 
with a diseased cervix who is through having children is very much better off 
with her cervix repaired. 

Dr. Healy brought up the subject of cancer. I think we are gradually going 
to give up this fad that every woman should have her cervix fixed, as other- 
wise she is going to have cancer. If that were true, pretty nearly every woman 
who bears a child would have a cancer. I do not believe that should be the 
reason for operation. 

If there are infections or extensive lacerations, they are better operated upon. 
Each case presents its own problem, I think that a great many women are 
unnecessarily frightened because they are told they may possibly develop cancer. 

As to the question of the number of applications by this method, one brushing 
in the presence of slight erosion will remove exfoliating cervical mucosa. 

As you go up into the cervix deeper cauterization is necessary. If you give 
the patient an anesthetic, one deep, thorough cauterization will cure the cervix. 
Sometimes it can be done with two or three applications in the cervix, and some- 
times it takes longer. It all depends on the severity of the case. 

The main thing is that with the cautery you have to think. So in these 
cases, any cautery will do the work if you are thinking of what is going on at 
the other end of the cautery. 
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SECTION ON OBSTETRICS AND GYNECOLOGY 
STATED MEETING OCTOBER 24, 1922. 


Dr. CALDWELL IN THE CHAIR 


Dr. Leonarp Rav reported a ease of Fuli Term Extrauterine Preg- 
nancy. Living Child. Specimen of the Uterus. 


Mrs. F., aged twenty-seven, mother of one child. Her last menstruation occurred 
Jan. 14, 1922. In the second month she kad a fainting spell and severe pains in 
the right side, lasting for several weeks; after that she was quite well. The speaker 
saw the patient on Oct. 1, 1922, and on examination found the head of the child 
on the right side, high up, the feet being in the region of the spleen. Fetal heart 
sounds were heard near the umbilicus. Internal examination revealed no presenting 
part. The cervix was feit high up on the left side. A diagnosis of extrauterine 
pregnancy was made. 

Operation was performed on Oct. 4, 1922, at St. Joseph’s Hospital, Far Rock- 
away. On opening the abdomen the sac ruptured. The fetus was found under the 
ribs. The cord was ligated, the child was extracted and easily resuscitated. The 
child had a ridge on the right side of the head, and a deep depression in the lower 
right maxilla, with contraction on the right side of the neck. The placenta was 
adherent to the uterus, and the sae to the cecum. Owing to adhesions and hemor- 
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rhage, it was decided to do a hysterectomy and to remove the sae, placenta and 
uterus en masse, This was done without much difficulty. The appendix was em- 
bedded in the sae and was removed with the mass. Convalescence was uneventful. 
The patient left the hospital on the fourteenth day, with the wound completely 
healed. When last seen, one month after delivery, mother and child were in excel- 
lent condition. 


Dr. Roya C. Van Erren also reported a case of Full Term Extra- 
uterine Pregnancy with a Living Baby. 


A colored woman, aged twenty-four, was seen at the antepartum clinie at Sloane 
Hospital, Dee. 12, 1921. She had been married 1% years, was well, her periods 
had been regular and normal, and she gave no history of previous illness or opera- 
tion. She had given birth five years before to a seven months’ baby which died 


the day of birth. Her Jast regular period was June 11, 1921; it was followed by 


ee b 


spotting’’ in July. Quickening was noticed on October 12, making her due April 
18S, 1922. She had been in one of the New York hospitals from September 26 to 
October 21, 1921, complaining of pain in the left lower quadrant and dysuria; no 
flowing and no fainting. She ran a temperature of 99° to 100° for two weeks. 
Her blood count showed 11,700 leucocytes and 86 per cent polys. Wassermann was 
negative. 

The diagnosis at this time was either: (1) Normal pregnancy, 5 months, with 
fibroid. (2) Normal pregnancy with salpingitis. (3) Ectopie gestation, left. 

She was discharged as a case of normal pregnancy with salpingitis, and a refer- 
ence to a mass on the left was made. This was to be watched at the time of labor. 

On December 19, at our clinic she was complaining of a slight pain in the lower 
abdomen. The position of the fetus was transverse. Her Wassermann was 4 plus 
and she was given one bottle of mixed treatment during her pregnancy. Subsequent 
visits to the clinie were on January 9 and January 20, 1922. 

On Feb. 5, 1922, the patient was admitted to Sloane Hospital complaining of 
pains for the past few hours; these were noted as labor pains. She had had pain 
for several days whenever the baby moved. The cervix was long and patulous. It 
was thought that she would probably deliver if the baby were not too large, though 
she had a generally contracted pelvis, with a diagonal conjugate of 10 em. The child 
was in breech presentation. Were it not for the positive Wassermann we would have 
advised cesarean section at term. On February 14, patient was discharged from 
the hospital. On February 21 and 28, she was seen at the antepartum clinic. On 
March 8, she was again admitted to Sloane Hospital, complaining of severe abdom 
inal pain. She was examined under an anesthetic and cesarean section advised, be- 
cause it was thought she had fibroids and a breech which, with her small pelvis, 
would prevent delivery. 

March 10, 1922.—Examination under ether disclosed a ‘‘fibroid’’ in the posterior 
wall of the uterus. The abdomen was very tense. The position of the child could 
not be determined. It was believed that the fibroid was obstructing labor. 

Operation.—Midline incision in the abdomen below the umbilicus. On opening 
the peritoneum a large amount of fluid was evacuated; the shoulder and arm of the 
child were then presenting. It was found to be a full-term extrauterine pregnancy. 
The fetus was delivered with a few stringy adhesions to the omentum and small 
intestine. The placenta was found on the left side and was attached to the left 
tube, left ovary and left mesosalpinx. It was easily delivered into the abdominal 


wound. The left tube and ovary and the left infundibulopelvie ligament were 
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ligated. The placenta was removed. No evidence of rupture of the left tube could 
be made out. The abdomen was closed by using continuous plain gut for peritoneum 
and muscle; figure-of-eight silkworm-gut retention sutures for skin and fascia; 
locked iodized continuous sutures for fascia; and continuous locked silk for skin. 
No drainage. 

The child was a male, weighing 8 pounds 2 ounces. 

The postoperative course was stormy for twenty-four hours and then recovery 
was uneventful. The patient left the hospital on March 31. Both mother and child 
were in good condition. 

Follow-up.—April 12: Baby syphilitic osteomyelitis. X-ray of left knee. April 
22: Baby Wassermann 4 plus. July 24: Both mother and baby Wassermann 4 
plus. Aug. 7: Mother’s scar healed well. Baby’s weight, 14 pounds. Sept. 6: 
Baby treated at St. Luke’s Hospital. Oct. 20: I saw the patient at her home. 
Mother well. Baby fine. Weight 15 pounds. 

All the staffs in both hospitals except two men missed the diagnosis completely, 
as was the fact in a case reported in the Journal of the American Medical Associa- 
tion for Oct. 7, 1922. Here a dead baby was delivered. 

Cases of this kind are still infrequent enough to make worth while reportiny. 
This case was almost an ovarian pregnancy; but it could not be proved that the 
attachment to the tube was secondary. Dr. Cragin reported six cases. All the 
mothers lived and three babies, all slightly deformed. Since Dr. Cragin’s death they 
had had three cases. One Dr. W. Ward delivered in 1919. Mother and child lived. 
The placenta was not delivered at the time of operation. We had one case with a 
macerated fetus in 1920, and the above case. In all 290 cases have been reported 
to date. Beck reported 262 in 1919. 

The older treatment was to ignore the child and save the mother. This still 
holds true for cases up to the sixth month. If after that, we usually wait until 
‘S months and 2 weeks to operate, as the risk between those periods is not materially 
increased. The placenta is the dangerous element in all deliveries; if it cannot be 
freed without too profuse hemorrhage, it should be left in place. Closure without 
drainage with the placenta in—-we believe to be a risky procedure. Rozar of Georgia 
estimated a maternal mortality of 11.1 per cent if the placenta can be removed; 
38.7 per cent if it is left in, the mortality being due to hemorrhage and infection. 
There is a spurious labor at 8 months 2 weeks which is apt to kill the baby. If the 
fetus is dead wait two weeks and then operate. 

The diagnosis is hard to distinguish from (1) fibroid and pregnancy in utero and 
2) pregnancy with bicornuate uterus. The fetus is apt to be deformed, although 
our two live babies were normal. 

Deavor of Syracuse has reported an interesting case where the diagnosis was 
made at the third month, and the woman was watched to term. Pains beginning 
early and continuing throughout the pregnancy; a story of fainting and pain at 
about the third month, and, as Anspach says, sensitiveness of the abdomen with 
later fetal movements close to the abdominal wall, should all lead one to consider 
an ectopic pregnancy as progressing toward term. 


DISCUSSION ON PAPERS OF DR, RAU AND DR. VAN ETTEN 


DR. ALFRED C. BECK.—At the time that I reported a case of advanced extra- 
uterine pregnancy before the American Medical Association I made a careful review 
of the literature and found 262 similar cases. Between 30 and 40 have been re- 
ported since that date so that the total is considerably higher than Dr. Van Etten 
has suggested. It was formerly considered that the best time to operate was as 
soon as the diagnosis was made. Werder of Pittsburg and the late Dr. Cragin felt 
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that the interests of the child should not be disregarded and recommended watch- 
ful expectancy until the 38th week. As a result of my study I found that this was 
the very best time to interfere in the interest of the child. The mother’s interest 
is likewise best handled by waiting until the 38th week for actual risk from the 
operation is less at this time than at the 7th or 8th month. Therefore if the patient 
van be kept under observation the best time to operate in the interest of both 
mother and child is the 38th week. 

The placenta has been handled in three ways. By far the best results were re- 
ported in those cases in which removal of the placenta and closure without drainage 
was practiced. In this group the maternal mortality was about 16 per cent. Some 
Italian operators in 1895 recommended leaving the placenta in the abdomen and 
closure without drainage. Twelve reports in which this routine was followed were 
found and the mortality was 33 per cent. Retention of the placenta with drain- 
age was very commonly practiced and the mortality following this routine was 
about 38 per cent. From these figures I concluded that the placenta should be 
removed whenever it is possible to control its blood supply as in the two eases 
reported tonight. If the location of the placental site is such that its blood supply 
cannot be ligated it would seem that leaving the placenta in the abdomen and clo- 
sure without drainage is preferable to closure with drainage because of the in- 


creased risk of infection which accompanies the latter routine. 


DR. L. T. LEWALD.—It would be interesting to know whether roentgenological 
examination was made in either of these cases. It is surprising how much the 
x-rays have revealed in cases of this kind examined recently with the use of the 
Potter-Bucky diaphragm. There have been four cases at St. Luke’s Hospital within 
the last six months. Two of these had been diagnosed as probable ovarian cysts 
and were about to be operated upon when the x-rays revealed the presence of a 
fetus of about seven months. The other two cases were x-ray negative for a fetus 
and they proved to be ovarian cysts at operation. If the x-ray gives an unusually 
clear shadow of the fetus in the absence of a secondary shadow cast by the liquor 
amnii one might consider this suggestive of abdominal pregnancy versus normal. 


DR. SAMUEL J. DRUSKIN.—In reference to the diagnosis of abdominal preg- 
naney by means of the x-rays, some years ago I was called to see a case with an 
excessive amount of liquor amnii in the ninth month of pregnancy. The x-ray was 
negative, and I then concluded that the liquor amnii interfered with the demonstra 
tion of the fetus. But if any one has seen the plates taken by Warnekros at the 
Bumm Clinic in Berlin, one would notice that they show the fetus with remarkable 
clearness. That would lead one to conclude that the x-ray examination would be 
able to afford a diagnosis of pregnancy. With reference to the statement regard- 
ing the difference in the shadow in the presence of an extrauterine pregnancy, if 
Dr. Le Wald had seen these very remarkably clear pictures, he would also agree that 
even a large amount of liquor amnii does not obscure the fetus. The differential 
diagnosis of extrauterine pregnancy, by means of x-ray is made on other grounds. 
The attitude of the fetus in utero, is not, as is generally supposed, that of marked 
flexion. On the contrary, with the exception of a moderate curvature of the spinal 
column, the head is in a position, midway between flexion and extension, and the 
extremities occupy a more or less normal position. In the case of extrauterine preg- 
nancy, however, the parts are in one mass. Given the additional fact of a body 
containing a fetus displacing the cervix uteri, the diagnosis of extrauterine preg- 
nancy is a certainty. 
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Dr. Ricuarp N. Pierson read a paper entitled Cord Wassermann 
Statistics, of which an abstract follows. 


When is the newborn child syphilitic? This is a question not yet answered com- 
pletely or to even a moderate degree of satisfaction, although it has been studied 
for more than a dozen years by many competent observers all over the world. A 
study of the literature would seem to justify the conclusion that this failure to find 
the answer sought, is due to the failure to study a sufficient amount of material 
over a sufficient period of time. 

It is easy to recognize these defects of knowledge, but it is a large order to 
remedy them. We recognize, therefore, that we shall indeed be lucky if our work 
approaches in value that of many authors, the defects of whose work we have just 
mentioned. For the past several years, at the Sloane Hospital for Women, we 
have attacked this problem in the following way: (1) A Wassermann test is done 
on every patient admitted to the antepartum clinic. (2) All patients who show a 
Wassermann reaction, positive in any degree, or with a personal or family history 
suggestive of syphilis, are referred to our special clinic held once a week. (3) Posi- 
tive and suspected cases receive intensive treatment throughout pregnancy. (4) A 
cord Wassermann is done on all babies in whose mothers syphilis is present or sus- 
pected. (5) The placentas of all such cases are examined microscopically for signs 
of syphilis. (6) All stillbirths or babies that die are completely studied at autopsy. 
(7) Blood is taken from the heel or vein of all positive or suspicious cases on the 
tenth day of life. (8) Babies who show a positive Wassermann on cord blood, 
receive mercury intramuscularly twice a week. (9) All babies and mothers in whom 
syphilis is suspected are seen at frequent intervals at follow-up, to determine the 
condition of the Wassermann reaction, and the presence or absence of clinical 
syphilis. 

From this larger study we present a few facts on the cord Wassermann, with the 
conclusions that appear to follow. The literature is sharply divided on the diag- 
nostic and prognostic value of the cord Wassermann. Bauer, Bar, Daunay, Jeans, 
Plass, Yerington, find it valuable. Fildes and Williams find it of little value. We 
believe that the first named authors have established their position by the facts 
presented. On the other hand, we do not believe that the conclusions of the last 
named authors are warranted because of what appears to us to be errors of control 
and induction in their work. 

Of 300 consecutive women with positive Wassermann, 200 had either cord or heel 
Wassermann reaction reported. Of 183 reported cord Wassermanns, 138, or 75.96 
per cent, were positive in some degree; 99, or 71.20 per cent, of the positive reac- 
tions were strongly positive; 40, or 28.80 per cent, of the positive reactions were 
weakly positive. Forty-four, or 24.04 per cent, were negative. Of these 44 nega- 
tive cord cases, 18 heel Wassermanns were reported; 15 were negative, 83.33 per 
cent. Within the limits of error 100 per cent, 3 were weakly positive, 2 with 
cholesterin and 1 with alcohol. 

Of 99 strongly positive cords, heels were done in 73. Of these 43, or 58.90 per 
cent, remained strongly positive; 17, or 23.30 per cent, became weakly positive; 
that is, 82.20 per cent, were positive in some degree; 13, or 17.80 per cent became 
negative. Of 40 weakly positive cords, heels were done on 23. Of these 14, or 
60.89 per cent, remained weakly positive, and 9, or 39.11 per cent, became negative. 

As to the effect of treatment on cord Wagsermanns 47 mothers received satis- 
factory treatment. No babies died, yet 35 babies of these mothers showed a posi- 
tive cord Wassermann, 74.5 per cent. Fifty-one mothers received poor treatment; 
two babies died of syphilis, yet 33 of these mothers showed a positive cord Wasser- 
mann, 64.7 per cent. Eleven mothers received no treatment; four of ten babies 
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died of syphilis. Ten cord Wassermanns were done; all, or 100 per cent were posi- 
tive. Ninety-two mothers had no record of treatment; 57 babies of these mothers 
showed a positive cord Wassermann, 62 per cent. 

Conclusions —(1) When the mother is syphilitic the cord Wassermann will be 
positive in the majority of cases (139 of 183, or 75.96 per cent). (2) When the 
cord is strongly positive (43 of 73, or 58.90 per cent, remain strongly positive in the 
baby at the tenth day; 17 of 73, or 23.30 per cent, became weakly positive; 13 of 
73, or 17.80 per cent, became negative), it continues so in the baby in the majority 
of eases. (3) When the cord is weakly positive (14 of 23 remained weakly posi- 
tive, 60.89 per cent; 9 of 23 hecame negative, 39.11 per cent), it continues so in 
the baby at ten days in the majority of cases. (4) Neither satisfactory nor poor 
treatment seems to materially diminish the incidence of a positive reaction in the 
cord blood; 70 per cent of such eases show a positive cord. (5) The few cases 
known to have received no treatment (10) showed 100 per cent incidence of posi- 
tive cord reaction. (6) When the cord is negative, it remains so in the baby at ten 


days in the great majority of cases. ( 


7) We believe that a positive cord Wasser- 
mann indicates syphilis of the mother or baby or both. (8) We believe that the 
cord Wassermann should be practiced in all babies whose mothers are syphilitie or 
are suspected of being syphilitic. (9) We believe that a baby with a positive cord 
Wassermann should be treated as syphilitic until proved not syphilitic over a period 
of months or years. (10) Answer to the question ‘‘When is a newborn infant syph- 
ilitic,*’ is not yet at hand. 


Dr. Fenron B. Turck read a paper entitled The Pathological Reaction 
of Tissue Extract (Cytost) Liberated in Pregnancy. (Toxemia of 
Pregnancy and Shock.) (See page 139.) 


DISCUSSION 


DR. F. H. PLKE.—I am studying this subject from the point of view of biology, 
and will discuss it from that point of view. During the war and at its close we were 
very much excited because of the findings of Dale and his collaborators that the 
products of injuries and wounds result in elinieal shock. Dale isolated chemically 
one substance which he thought was histamine and which he thought was respon- 
sible for the rather sudden and unhappy ending of cases of severe wounds on the 
battle field. All this time we had growing up here in America work leading to 
exactly the same conclusions. Because of this peculiar blindness we did not see it. 
Now I am engaged in translating Dr. Turck’s results into my own language so that 
I can understand them. 

When we say that a patient dies of shock, unless we specify the conditions under 
which the patient died the mere term shock does not mean much. I do not know 
why the patient died or what caused the shock of which he died. Now I want to 
bring out just one thing. If this rapid destruction and rapid disintegration of 
tissue after severe wounds leads to sudden collapse and death, I want to ask you 
what the effect would be of more gradual doses for weeks, months or perhaps 
years. The effect is a question of dosage. In pregnaney we have a rapid change 
in the tissues, we have a rapid formation of tissues and the metabolism in certain 
regions is greatly increased in rate; and under these conditions there is nothing 
more natural than that the mechanism of metabolism should occasionally get out of 
control. Why is malignancy associated with so much more eachexia than the surgi- 
cal removal of the same amount of tissue, or than is associated with a benign tumor 


of the same size? I do not care what this means in terms of histology, or that one 
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form of tumor gives rise to metastases and the other does not. But in terms of 
biology one is a question of altered metabolism, of more rapid breakdown of tissues, 
and the other is not. In one malignant tumor, associated with obstetrical and 
gynecological practice, syneytioma malignum, we have a very rapidly fatal growth, 
and I think we will find in other cases of malignant tumor that we have a more 
gradual tissue destruction, lasting for long periods of time, liberating toxins or 
other substances which may lead to cachexia. Some years ago I became interested 
in the terms toxin, poison, venom, ete., and looked them up in the dictionary. If 
you study these terms you will find that the word toxin goes back to decaying 
flesh, and implies something that has a bad odor. The meaning is something the 
same as was understood by the old Greeks when we speak of the products of the 


breaking down of tissues as toxins. 
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Collective Review 


Midwifery in India* 
3¥ KEDARNATH Das, M.D., Caccurta, INDIA 
(Continued from January issue.) 
MIDWIFERY IN INDIA UNDER BRITISH RULE 


¥' )U are aware that the gradual establishment of British rule in India 
was the work of Anglo-Indian surgeons who were instrumental in se- 
curing trading concessions and charters for the East India Company, 
leading up to the establishment of the three great centres at Bombay, 
Caleutta and Madras. But it was not until well after Clive’s victory at 
Plassey in 1757, that we see the Indian Medical service taking part 
in the gradual introduction of British Medicine into India. The first at- 
tempt to impart medical education in Bengal on Western lines, was 
made in 1822. Instruction was given through the medium of vernacular 
languages along with Hindu and Arabie systems. Dissection was not 
attempted, neither any sort of clinical teaching (in midwifery). 

A thorough and efficient system of medical education, imparted 
through the medium of the English language and based on rational and 
seientifie lines, was introduced in India by Lord William Bentinck in 
1835 with the establishment of the Medical College of Bengal at Cal- 
cutta. Similar colleges were established in Madras and Bombay very 
soon after. Some years later, a medical college was started in Lahore, 
but there are no facilities for clinical teaching in midwifery, owing to 
social conditions of women of that part of the country. Three other 
medical colleges have within recent years, been started, one at Lucknow, 
with practically no arrangement for the training of students in practical 
midwifery, one at Delhi for women students only, and the third at 
Caleutta, the second medical college in that city, affiliated to the Cal- 
cutta University. 

Lying-in hospitals were opened in connection with the medical col- 
leges at Caleutta, Madras and Bombay for imparting clinical instrue- 
tion in midwifery as early as 1840. The Eden Hospital at Caleutta con- 
tains 96 beds for obstetric and gynecologic cases, deals with about 
1200 labor cases annually and affords clinical instruction to about 120 
undergraduates of the first medical college. In the second medical 
college at Caleutta, which is known as the Carmichael Medical College, 


*Read before the Forty-seventh Annual Meeting of the American Gynecological Society, 
May 1-3, 1922, Washington, D. C. 
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and which has been started in 1916, provision has been made for obstet- 
rie and gynecologie wards containing 60 beds. 


These wards are intended to provide clinical material for teaching 
50 students every year. Bai Matlibai Obstetric Hospital at Bombay 
gets more than 1200 labor cases every year and the students of the 
Grant Medical College are trained there. In Madras there is a large ma- 
ternity hospital with a school of obstetrics attached to it. The average 
number of confinement cases is more than 2500 per annum. It affords 
not only undergraduate but also postgraduate training. It should be 
mentioned that so far, no extern maternity or district system has been 
organized in connection with our medical colleges and students are 
trained under strict hospital conditions. 


It is pertinent to observe here that although the practice of mid- 
wifery on Western lines was introduced into India only 80 years ago, 
much has been accomplished within this period. The chief difficulty lies 
in overcoming the deep-rooted social prejudices of centuries. In a large 
provincial town in India you ean observe, side by side, midwifery work 
of the best modern type and of the worst primitive type. The problem 
is one of social evolution which is being brought about steadily and I 
may say, fairly rapidly. In Caleutta, operative midwifery among 
Indian women, has been mainly in the hands of Indian (men) doctors 
since 1842; but ordinary confinements are attended by tne usual ‘‘ handy 
women.’’ A certain number of Indian midwives are being trained in 
the maternity hospitals but their number is yet too small to create a 
tangible impression on midwifery practice in Bengal. The total average 
output is 15-20 a year. I may also mention that the supply of fully 
qualified practitioners has not been adequate. In the whole of Bengal 
there aré 3709 registered medical practitioners of whom only about a 
third are medical graduates. Obstetrics and gynecology are still in the 
hands of a few men. In Caleutta, with a population of one and a quar- 
ter million we have not more than a dozen of such men. 

Medical Missions exerted great influence in introducing Western ob- 
stetric methods in India. The first regular medical missions in South- 
ern India seem to have been founded and supported by citizens of the 
United States between 1830-1840. Since then the work has progressed 
and increased. 

Medical Women.—In a country like India, where a large proportion 
of women observe the purdah, medical women were an important faetor 
in popularizing Western methods among Indian women. Lady doctors 
first made their appearance in connection with medical missions. The 
first appears to have been Miss C. Swain, M.D., who joined the American 
Methodist Episcopal Mission in Northern India in 1869. The employ- 
ment of medical women in India, however, received a great impetus 
from the Foundation of the Dufferin Fund in 1885. Dufferin Hospitals 
have been established in practically all important towns in India, for 
affording female medical aid to the women of India. To my mind, this 
scheme has a restraining influence on the social evolution, to which I 
have already referred. 

Within recent years great attention has been paid to the study of 
tropical diseases and the importance of the influence of tropical condi- 
tions on physiological functions and obstetric problems has been realized. 
The most obvious effects of a hot tropical climate during pregnaney are 
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(1) lassitude and depression of spirits, due to the lowered nervous ten- 
sion consequent on the strain placed on the thermotaxie mechanism by 
the unusual thermal environment; (2) phosphaturia, due to perverted 
metabolism; (3) pyrexia after*labor possibly due to a failure of the 
thermotaxiec mechanism and (4) faulty involution of the uterus due 
to atonicity. Moreover, the observations on diet and metabolism in 
Bengalese, undertaken by Dr. McCay and others, go to show that the 
exeretion of urea in Bengalese is very much less than in Europeans. It 
is elear, therefore, that conclusions drawn from certain physiologic 
standards, deduced from observations made in other countries, are 
bound to vary, e. g., ammonia coefficient. I may now indicate to you 
some of the subjects that have been investigated: (1) The age of onset 
of menstruation in Bengali girls, the average being 12. (2) Pelvimetry. 
The external measurements of the pelvis of a Bengali woman as com- 
pared with those of an American woman, are as follows: 


Intertro- Externa 
Interspinous Intereristal chanterie Conjugata 
Bengali 21 24.8 27 17.5 
American 26 29 32 21 


(3) Weight of Bengali children is on an average 10 per cent less than 
that of an English child. (4) The weight of placenta is proportionately 
less. (5) The frequency of twin pregnancy has been found to be in 
Bengalis 1:53 as against 1:96 in Europeans. (6) Frequeney of puer- 
peral eclampsia. It has been found that among Bengali women eclampsia 
oceurs 1:66 while the English proportion is 1:50. (7) Influence of 
atmospheric conditions, viz: temperature and humidity, on the incidence 
of eclampsia. It has been shown that there is a direct relationship be- 
tween the combined influence of temperature and humidity in the 
different months of the year and the number of cases in those months. 
(8) The etiology and pathology of Sutika (or puerperal diarrhea). 
This has already been referred to. There are numerous other problems 
which await solutions: viz., (a) the cause of greater frequency of osteo- 
malacia in India, especially in certain communities (Marwaries and 
Bombay banias); (b) the prevalence of anemia during pregnancy, 
primary and secondary and its causative relation with malaria, and 
numerous other problems. I think I have sufficiently indicated the 
importance of tropical midwifery which evidently requires modification 
in our ideas regarding diagnosis, prognosis and treatment. All our 
obstetrie instruments require modifying. I show you a modified pair 
of obstetric forceps for Bengali women. 

Medical Registration, Reciprocity and Teaching of Practical Mid- 
wifery.—I shall finally allude to one other point and would invite a 
diseussion thereon. The medical degrees of the Indian Universities have 
so far been deemed sufficient for purposes of reciprocal registration in 
the United Kingdom. Last year the question has been raised by the 
General Council of Medical Edueation and Registration of the United 
Kingdom that the teaching of practical midwifery im the Caleutta and 
other Indian Universities, does not come up to the standard laid down 
by them. They require that each student shall personally conduct 
twenty cases of labor. It is not necessary that students should attend 
maternity wards. The Council insists on the number twenty. Our 
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students at Caleutta conduet six labor cases in the hospital under proper 
hospital conditions and attend at least fourteen more under similar 
conditions, and not under the makeshift conditions of the district sys- 
tem, which is mainly in vogue in Great Britain and Ireland. Students 
of Indian Universities conduct their eases under the supervision of the 
professor or the senior hospital staff and are not left to pick up for them- 
selves whatever they can, as in the district system. Our students are 
constantly in touch with the senior teachers and have the advantage 
of their supervision and guidance, while under the district system they 
are completely out of touch with them. Our students are compelled to 
attend the obstetric ward for a month, during which period they are 
made to reside in the hospital and see a large number of abnormal cases, 
while under the district system, the student learns extremely little of 
abnormal labor. In a considerable proportion of eases the child is born 
before or immediately after the student’s arrival. To conduct under 
direct supervision of the senior staff or see one case conducted properly 
is, In my opinion, worth more than attendance on a hundred cases. The 
compulsory conduct of a specified number of confinements should, there- 
fore, be abolished. I shall, therefore, enunciate the propositions (1) that 
a thorough practical instruction in midwifery can be imparted with a 
comparatively small number of labor cases properly utilized by efficient 
senior teachers; (2) that the mere attendance on twenty cases of labor 
Without any supervision does not connote efficiency in practical mid- 
wifery; and (3) that mechanical devices, manikins, models, specimens, 
diagrams, stereograms, cinema films and other aids to obstetrie teach- 
ing go a long way towards increasing the efficiency of practical knowl- 
edge in midwifery. 


Selected Abstracts 


Abdominal Cesarean Section 


Blacker: The Limitations of Cesarean Section. Journal of Obstetrics and 
Gynaecology of the British Empire, 1922, xxviii, 447. 


Cesarean sections performed for such conditions as impacted shoulders, hy- 
dramnios, hydrocephalus, varicose veins and eclampsia prompt the author to this 
analysis of operative indications. The erroneous conclusion that the operation 
carries no serious maternal risk is often obtained from the study of small series. 
Under the best conditions abdominal cesarean section has a 2% maternal mor- 


tality which is augmented to 10% when the operation is done late in labor and 
27% when done after attempts at delivery from below have failed. It has yet 
to be shown that the so-called extraperitoneal section or the lower segment 
operation diminish the risk in potentially infeeted cases, Cesarean hysterectomy, 
the safest procedure in this type of delivery, is highly undesirable in young 
women, 

High foreeps are to be avoided as a means of overcoming disproportion. 
Pubiotomy should be used more freely for outlet contractions. When an operator 
has failed to deliver by foreeps, craniotomy on the living child is preferable to 
the attendant risk of cesarean section at this time. Craniotomy on the living 
child is avoided not by cesarean section late in labor but by the induction of 
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labor before term. In support of this the author mentions 307 women with con- 
tracted pelvis delivered without a maternal death by the induction of premature 
labor, 

Twelve hundred and twenty-nine cases of placenta previa treated by con- 
servative methods in four different clinics yielded an average maternal mor- 
tality of 2%. Three hundred and thirty-one cases of placenta previa treated 
by cesarean section (Hitschman, Kerr and Holland) carried an average maternal 
mortality of 7.05%. Cesarean section in placenta previa, therefore, increases the 
maternal risk for the sake of a child, premature in 33% of cases. In the case 
of a primagravida at term with a central placenta previa or even a multipara 
with a living child near term, cesarean section may occasionally be the prefer- 
able method of treatment. 

Until the maternal mortality from cesarean section in eclampsia ean be re- 
duced to that obtained from the conservative treatment, the operation should 
be reserved for the exceptional case. In Holland’s report 63 out of 196 cases 
of eclampsia treated by section died, a maternal death rate of 32%. The 
average maternal death rate from 1015 cases of eclampsia treated by conserva- 
tive measures in three different clinics was 7.2%. 

Cesarean section followed by hysterectomy, when necessary, is the logical 
treatment for fibroids obstructing the outlet. Eventration of the uterus and re- 
moval of the obstructing ovarian cyst, when performed in the second stage of 
labor will frequently make delivery by forceps from below easy and prevent a 
needless hysterotomy. To control hemorrhage and effect delivery with a min- 
imum of shock, cesarean section is frequently the preferable method of treat- 
ment in severe cases of accidental hemorrhage. Unless accompanied by a con- 
tracted pelvis, or in the presence of disproportion, the treatment of faulty pres- 
entations by abdominal section is not justifiable. In our zeal to save fetal life 
we should not forget the added maternal risk which is associated with, and 
inseparable from abdominal cesarean section. H. W. SHUTTER. 


Paton, John: Cesarean Section in a Case of Prolapsed Cord. British Medical 
Journal, Dec. 10, 1921, p. 987. 


The author reports the case of a woman, aged 29, primipara, undilated os, 
labor commenced, large child, breech presentation. Several coils of a pulsating 
cord were presenting. The child was delivered by cesarean section. Both mother 
and child survived the operation. F. L. ADAIR. 


Holland, Eardley: Methods of Performing Cesarean Section. Journal of Ob- 
stetrics and Gynaecology of the British Empire, 1922, xxviii, 349. 


Statistics on the cesarean sections performed in the United Kingdom from 
1911 to 1920 show improvement in certain groups only over the results compiled 
by Routh in 1911. The maternal mortality remained about as before in cases 
operated after long labor or after attempts at delivery with forceps had failed, 
10% and 26%, respectively. 

Long experience with the classical operation has exposed its limitations and 
defects. It carries a tremendous risk where infection is present or suspected. 
There is a high percentage (4%) of scar rupture in subsequent pregnancies. 
Postoperative adhesions are the rule and intestinal complications are not infre- 
quent, The presence of an incision in the active muscular portion of the uterus, 
which is at this time high in the abdominal cavity, is a distinct disadvantage 
to the old type of operation. Neglect in waiting until retraction has taken place 
before suture of the uterine wound, frequent failure to include sufficient uterine 
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muscle in the sutures and the ease with which the involuting uterus decomposes 
catgut are all factors unfavorable to the classical operation. 

With few exceptions the author employs the transperitoneal operation through 
the lower segment of the uterus. The location of the wound low in the uterus, 
the absence of intestines in the field and the fewer blood vessels in this area are 
all advantages to the operation. Postoperative adhesions are infrequent. The 
thin uterine wall makes closure of the wound easy. When the wound is closed 
it is covered by bladder, peritoneum and in part fascia. So far only one scar 
rupture in subsequent pregnancy has been reported. The operation is largely 
favored for eases long in labor or where infection is to be feared. Difficulties 
may be encountered in cases with kyphosis, a short abdominal cavity, uterine 
fibroids, where operation is done before dilatation and retraction have occurred, 
in deep engagement of the head or where the presenting part is jammed firmly 
against the pelvic brim. H. W. SHUTTER. 


Cameron, 8S. J: Cesarean Section. The British Medical Journal, June 10, 1922, 
p. 911. 


The author states that the general indication for the operation has been ex- 
tended within recent years and recognizes as present day indications the fol- 
lowing conditions: (1) contracted pelvis; (2) neoplasm; (3) cicatricial contrac- 
tion of the cervix and vagina; (4) accidental hemorrhage and placenta previa. 
The author is doubtful about (5) eclampsia as an indication, (6) ventro-fixa- 
tion and vaginal fixation of the uterus, and in rare cases, (7) retraction ring. 
The proper time of operation is given as the first stage of labor before the 
membranes are ruptured or before the onset of labor. Site of incision: The au- 
thor prefers an incision through the rectus sheath or a transverse incision. 
He thinks the incision should be made through the right rectus. In the treat- 
ment of the uterus, he walls off the peritoneal cavity with gauze sponges, de- 
livers the child by the feet, and delivers the uterus after the child has been ex- 
tracted. He sutures the uterine wall with the use of three interrupted silk 
sutures and then the remainder of the wall is closed with similar catgut sutures, 
and finally continuous suture of catgut is used throughout the entire length of 
the wound, F. L. ADAIR. 


Kerr, Munro: The Lower Uterine Segment in Conservative Cesarean Section. 
Journal of Obstetrics and Gynaecology of the British Empire, 1922, xxviii, 475. 


The utility of cesarean section as an obstetric procedure depends on our abil- 
ity to perform a nonsterilizing operation which will be followed by a sound uter- 
ine cicatrix. The author considers in detail the relative merits of the classical 
and lower uterine segment operations. That our ordinary methods of suture of 
the uterine wound are unsatisfactory is shown by a 4% incidence of rupture in 
the cases subsequently becoming pregnant. 

The chief reasons for defects in uterine scars are: incomplete asepsis, the ir- 
regular distribution of the uterine muscle fibres, uterine unrest subsequent to 
labor and the degenerative processes active in the puerperal uterus. Other unfa- 
vorable factors are the presence of the placenta on the anterior uterine wall in 
40% of cases and the fact that sutures in the uterine wound must provide both 
hemostasis and coaptation. In a measure the above difficulties can be counter- 
acted by the maintenance of rigid asepsis, suture of the uterine wound immedi- 
ately on delivery of the fetus, the use of layered sutures in the wound and the 
avoidance of pituitrin and ergot. 

‘The low transperitoneal operation with layered sutures overcomes many of the 
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objections to the older operations. There is less tendency to rupture in subse- 
quent pregnaney, The incision is in a noneontractile portion of the uterus and 
if rupture does occur it is not until the lower segment has been thinned by 
labor. Objections to the operation are the vascularity of the area in placenta 
previa and the difficuities encountered where labor has not drawn up the lower 
segment. The operation may be difficult in the presence of deformities or tumors. 
Undoubtedly the operative technic is more difficult than the ordinary operation 


and will oeceasionally not be suitable for the emergency. H. W. SHUTTER. 


Copeland: Transperitoneal Cesarean Section. Journal American Medical Asso- 
ciation, 1921, Ixxvii, 449. 


Copeland lays a great deal of stress on the importance of precision and team 
work in all operative procedures and, especially, in cesarean section. Before each 
operation he explains to each assistant and nurse the exact part he is to perform, 
In this way each performs his duty with precision and without waste of time. 
Ife further saves time by dispensing with drapes and by using large needles to 
avoid needle holders. 

He makes a 5-inch incision beginning an inch to the right and above the um 
bilicus. The uterus is closed with a continuous suture including all but the 
mucosa. This line is covered with a Cushing suture. The abdomen is then 
closed in layers. In closing the article, he tersely states that progress must ever 


consist in simplifying the complex. R. EB. Worus. 


Martius, Heinrich: Abdominal Cesarean Section. Zvitschrift fiir Geburtshiilfe 


und Gyniikologiec, 1920, Ixxxili, p. 160, 


The author presents conclusions based on a series of 137 abdominal cesarean 
sections performed from 1912-1919 in Franqué’s clinic in Bonn, of which 40 were 
extraperitoneal, 24 of the lower segment, 31 classical and 41 Porro cesareans. He 
states that the greatest advance of the last decades in the technic of cesarean 
section is the change in location of the incision from the contracting fundus to 
the passive lower uterine segment. The extraperitoneal section has been a neces- 
sary stage in the development of this change but may now be disearded. Walthard 
has shown that the peritoneum is able to take care of the spill of infected 
umniotie fluid. Of a series of 15 lower segment operations in which infection of 
the liquor was bacteriologically demonstrated, not one developed peritonitis, 
while all but three showed infection in the less resistant tissues of the wound 
or the periuterine structures. For this reason the true extraperitoneal operation, 
with its far more difficult technic, its danger of bladder injuries with serious 
consequences, and its extensive dissection in the less resistant connective tissue 
is less advantageous than the intraperitoneal operation so performed that an in- 
tact peritoneum covers the uterine wound. The greatly decreased danger of 
infeetion allows the application of the lower segment operation after a test of 
labor even when the case must be classed in the suspected group where the old 
classical operation would be absolutely contraindicated. Decreased danger of 
infection also allows the application of the operation to placenta previa with 
better fetal and maternal results than by any other type of treatment so far 
proposed, The very severely infected cases must still, as previously, be treated 
by the Porro operation and it is a matter of experience and judgment to de- 
termine when this is necessary. The lower segment operation will probably re- 
place almost entirely the bone splitting operations with their complicated puer- 
peria and poor end results. Perforation of the living child may still occasionally 
be necessarv as in very badly infected cases with a child in poor condition where 
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a Porro operation would be required and the viability of the child is very doubt- 
ful, its life being sacrificed in the hope of future living children. Sterilization 
is justified on wish of the patient following the second cesarean and is best carried 
out by removal of the uterus. Wedge incision of the cornua counteracts the 
ndvantages of the lower segment operation. Menopausal symptoms, where the 
uterus is removed but the ovaries retained, are absent or not severe. Adhesions 
following the lower segment operation are much less common than after the 
classical cesarean and are usually parietal and without symptoms. Danger of 
rupture of the sear is also far less. In many hundred lower segment operations, 
only one rupture in sueceeding pregnaney has been reported and in this ease 
the rupture occurred in the fundal part of the scar which extended higher than 
usual. Better healing probably occurs because the lower segment remains in- 
active while the fundal wound cannot be completely immobilized due to recurring 


contractions of the afterpains. MARGARET SCHULZE, 


Berkley: Cesarean Radical Hysterectomy Following the Application of Radium. 
Journal of Obstetrics and Gynaecology of the British Empire, 1922, xxviii, 538. 
Berkley reports the following interesting case of cesarean section for car- 

cinoma of the cervix. <A thirtv-feur year old primigravida between six and 

seven months pregnant was found to have an indurated ulcer on the posterior 
lip of the cervix. Excision proved the lesion to be a squamous eell carcinoma. 

At the request of the patient pregnancy was allowed to continue and radium 

(232 mg. for 8 hours) was inserted into the uleer on two occasions, 


Cesarean 
section followed by radical hysterectomy was done near term. 


The baby at birth 
had two bald patches on its head corresponding to the position the radium had 
occupied. The bald spots disappeared and the mother and baby were alive seven 


years and five months after operation. H. W. SHUTTER. 


Villarama: Normal Deliveries Following Cesarean Section. Journal of the 

Philippine Islands Medical Association, 1921, i, 11. 

He reports three cases in which normal deliveries occurred after cesarean see- 
tion. All three cases were septie during the puerperium but there was no evi- 
dence that the uterine incision was infected. The author coneludes that ‘‘so 
long as the uterine sear is not defective (which condition is brought about by 
infection of the uterine incision) in the absence of contracted pelvis, normal de- 
livery can be predicted after cesarean section. In the presence of contracted 
pelvis, however, labor may be induced in the eighth month of gestation.’’ 


W. K. Foster. 


Couvelaire: Obstetrical Future of Women after Abdominal Cesarean Section. 
Gynécologic et Obstétrique, 1920, 225. 


This study is based on fifty gestations in forty-one women who had previously 
undergone an abdominal cesarean section. 

The advances in the technic of the operation have rendered the dangers of 
weak sear and of adhesions to neighboring organs practically negligible. The 
operation does not increase the chances for abortion and premature labor. 


Rup- 
ture of the uterus is rare. 


Of 41 uteri that had undergone one or two cesareans, 


in only two was a subsequent rupture seen. Though rupture may occur in the 


last three months of pregnancy, it is most frequent after the onset of labor. 
It takes place usually without premonitory signs. 


All women who have had a 
cesarean should, in the last months of subsequent 


pregnancies, be where im- 


mediate operative measures may be earried out if necessary. Selective cesareans 
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should be performed at the advent of labor. If no pelvic obstruction exists, the 
woman should be given a trial of labor under careful supervision. 

Conservative cesarean sections, practiced under proper conditions, militate 
very slightly against the obstetrical future of women. Though the risk of rup- 
ture in subsequent pregnancies does exist, it is small and improved technic is 
rendering it smaller. R. T. LAVAKE. 


Holland, Eardley: Rupture of the Cesarean Section Scar in Subsequent Preg- 
nancy or Labor. Journal of Obstetrics and Gynaecology of the British Em- 
pire, 1922, xxviii, 488. 


Of 97 eases reported in detail sufficient for study two-thirds have appeared 
in the last ten years. Of 85 cases noted, rupture followed longitudinal fundal 
incision in 55, transverse incision in 28 and incision of the lower uterine seg- 
ment once. As yet final judgment is reserved on the security of the lower uter- 
ine scars. 

From the etiologic standpoint such accidental factors as twins, hydramnios, 
version, the use of hydrostatic bags and pituitrin were recorded only 17 times. 
Kupture of a thin sear may oceur from the intrauterine pressure of normal 
iabor. In 78 out of 87 cases of rupture the accident occurred at or within one 
month of term. In several cases the rupture had apparently oceurred early in 
pregnancy or a gap in the sear of a previous section had remained open, the 
aperture being closed by adhesions only. In 34 out of 51 cases in which loca- 
tion of placenta was stated the placenta was attached under the site of rup- 
ture. Anatomical studies both from reoperation and postmortem show that fre- 
quently the contractile musele of the upper uterine segment pulls away from the 
incision leaving only a bridge of peritoneum and endometrium to heal. Mi- 
croscopie study reveals no analogy between the erosion and rupture of a 
tube in ectopic pregnancy and the rupture of a uterine sear. Sepsis seems to 
be the most common cause of imperfectly healed scars. Reoperation shows that 
the absence of temperature does not exclude sepsis in a wound. Silkworm gut 
is the ideal suture material for potentially infected cases.. Retraction should 
be complete before suture of the uterine wound. Transverse fundal incisions 
ure mechanically bad. 

It is often forgotten that when women delivered previously by cesarean sec- 
tion are allowed to labor in subsequent pregnancy they may have virtually a 
primiparous labor. Although shock, pain, collapse, signs of hemorrhage, cessa- 
tion of labor pains and distinet palpation of fetal parts are the classical signs 
of rupture, often the gradual occurrence of the accident alters the picture 
markedly. Due to hemorrhage the presence of the placenta under the site of 
rupture makes the accident more serious. 

In 67 out of 89 eases, rupture involved practically the entire sear. Of 76 
eases where treatment was possible 56 received hysterectomy, 26 wound suture, 
2 vaginal hysterectomy and 2 drainage. Sixty-six out of 94 mothers recovered. 
Twenty-one out of 90 babies mentioned lived. Out of 1103 cesarean sections 
done previous to 1918, 487 have subsequently become pregnant. Of these 47 
ended in abortion (spontaneous or induced), 78 delivered normally and 352 were 
delivered by cesarean section. Rupture of the uterine sear occurred in 4% of 
the 448 women who earried to term. Rupture in subsequent pregnancy oe- 
curred 15 times in 301 cases of cesarean section where catgut was used in the 
uterine wound, twice in 93 eases where the suture material was silk and in no 
cases where silkworm-gut was used. For theoretical reasons silkworm-gut is the 
most suitable uterine suture material. H. W. SHUTTER. 
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Gamble, Thomas O: A Clinical and Anatomical Study of Fifty-one Cases of Re- 
peated Cesarean Section with Especial Reference to the Healing of the Cica- 
trix and to the Occurrence of Rupture Through It. Bulletin of Johns Hop- 
kins Hospital, 1922, xxxiii, 93. 


In a discussion based upon the study of 63 pregnancies occurring in 51 women 
who had previously been subjected to cesarean section, the author draws the 
following conclusions: (1) The weak cesarean scar may be due to a single 
factor or to a combination of factors, the most important of which is infection. 
(2) An afebrile puerperium does not give an absolute assurance of perfect 
wound healing. (3) The perfection of technic in suturing the uterine incision 
will undoubtedly lessen the incidence of weak scars. (In this clinic the incision 
is closed with two layers of catgut the first consisting of deep buried inter- 
rupted sutures placed at intervals of about 1 em., while a superficial running 
suture brings together the serosal edges. The decidua should be avoided, since 
any bits of it inverted into the wound may proliferate and develop into areas 
of friability). (4) Chromic catgut, in our hands, has proved to be a satisfac- 
tory suture material. (5) The uterine wound should not be closed, if possible, 
until firm contraction of the musculature has occurred. (6) As a rule, fetal ele- 
ments do not invade the uterine scar. (7) Adhesions following cesarean section 
are common. They are not necessarily the result of coexisting infection, and 
may give rise to serious complications at subsequent operations. (8) The dictum 
‘‘onece a cesarean, always a cesarean’’ cannot be accepted without considerable 
reservation. (9) A patient who has once ‘been subjected to a cesarean section 
should enter the hospital several weeks prior to the expected date of confinement, 
so that she may have the benefit of immediate operation should rupture occur. 

C. O. MALAND. 


Ichenhauser: Hernia in a Cesarean Section Scar. Deutsche Medizinische 
Wochenschrift, 1921, xlvii, 1060. 


After having given birth to three dead children, a woman 27 years of age 
was delivered by cesarean section in 1913. A transverse incision was made in 
the fundus. There were no complications, Five years later she was admitted 
to the hospital on account of a troublesome cough. After this had subsided, a 
soft, dome-shaped swelling was noticed above the umbilicus, At operation, it 
was found that the uterus had ruptured at the site of the former scar and that 
the membranes were protruding from an opening 9 em. in diameter. The living 
child was delivered through a median incision and hysterectomy performed. 

R. E. Wosus. 


v. Jaschke, R. T.: The Justification of Abdominal Cesarean Section in the Treat- 
ment of Placenta Previa. Monatsschrift fiir Geburtshilfe und Gynakologie, 
1922, -Iviii, 249. 

Cesarean section nowadays is for the large proportion of obstetricians, the 
method of choice in dealing with severe cases of placenta previa, especially placenta 
previa totalis. Hitschmann, who does not favor cesarean section as the usual method 
of dealing with placenta previa had a maternal mortality of 5% in his own cases 
of placenta previa treated by cesarean section. But he performed the elassic op- 
eration. In the cases in which the low cervical cesarean is performed the mortality 
is not above 2% and it does not matter whether the operation is intra- or extra- 
peritoneal. As Hitschmann himself mentions, the general maternal mortality for 
cesarean section performed for placenta previa is 3.6% whereas for the older 
methods (Braxton-Hicks version, metreurysis, ete.), it still is 7.6%. 
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Hitschmann’s point of view as regards treatment is untenable because he fails 
to consider the life of the child. The lowest fetal mortality obtained with metre- 
urysis is about 20% while the general fetal mortality where the older methods are 
used, is 30 to 40%. It is v. Jaschke’s opinion that the child’s life should be neg- 
lected only when a cesarean section would endanger the life of the mother. 

About one third of the deaths from hemorrhage in placenta previa are due 
to lacerations incident upon the use of the older methods of delivery and sinee 
death from hemorrhage causes 4.8% of the total mortality of 7.6%, the number 
of deaths from lacerations is considerable. In placenta previa totalis the fre 
queney of lacerations is 2144 to 3 times as great and for these cases Hitsehmann 
agrees abdominal delivery is justifiable. Finally the mortality from sepsis in 
placenta previa is twenty times as high as in cases with normally implanted 
placentas and sepsis is unavoidable in placenta previa where the old methods are 
used. 

Half of the deaths from hemorrhage in placenta previa are due to the bleed- 
ing produced by the dilatation of the lower uterine segment during the third 


stage and immediately afterwards, <Atony of the isthmus occurred in 12% of 


the author’s cases. The wall of the isthmus may be thin and spongy and may 
tear easily when the old methods are used. The most certain prophylactic meas 
ure against atony of the placental site in the isthmus is cesarean section. If 
there is hemorrhage, the bleeding is under sight and can be controlled by tampon. 
ade or suture. The type of cesarean section which the author prefers is the in- 
traperitoneal low cervical operation. J. P. GREENHILL. 


Hirst, J. C., and Van Dolsen, W. W.: Cesarean Section. Journal of the American 


Medical Association, 1922, Ixxix, 2047. 


The writers divide the indications into absolute and relative, the absolute being 
typically classic, the relative covering a wide field. They detail the technic of the 
various methods of doing a section, and offer the comment that sterilization is un 
necessary, and that a patient niay have numerous sections or labors following a 
cesarean Without the expected danger of rupture of the scar, providing the suturing 
of the uterine muscle had been properly done. In a series of 252 eases they had a 


maternal mortality of 2 per cent and a fetal mortality of 7 per cent. 


W. KERWIN. 


Polak, J. O.: The Present Status of Operative Obstetrics Referring to the Abuse 


of Cesarean Section. Surgery, Gynecology and Obstetries, 1922, xxxiv, 566. 


Since reliable statistics still show a maternal mortality varying from 2.9 to 14 
per cent as a result of cesarean section, greater discrimination should be shown in 
choosing this method of delivery. That the indications for cesarean section are 
somewhat loosely applied in certain quarters is shown by the fact that the pro- 
portion of sections to the total number of deliveries varies widely. Thus, while in 
the Long Island College Hospital 8, and at Johns Hopkins 9 out of every 1000 par 
turient women are subjected to this operation, Potter performs it on 67.5 in every 
L000, 

Polak analyzes 2000 cases of cesarean section taken collectively from various 
Ameriean clinies and 200 cases from the Long Island College Hospital in order to 
show the various factors which influence maternal mortality. He believes that the 
morbidity following section is vastly greater than that following the ordinary clean 
abdominal operation. This he attributes to the fact that the postpartum uterus al 


most always contains pathogenic bacteria, at any rate after the ordinary delivery. 
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He believes that cesarean section will eventually save but few mothers’ lives in 
eclampsia if this condition is treated by modern methods. Unfortunately, the fetal 
mortality after cesarean delivery is also quite high, 1 per cent of his series being 
stillborn, a further 4.5 per cent dying within the first 14 days of mundane life. 
This mortality is due, to a large extent, to prematurity and toxemia. 


R. E. Wosvs. 


Erratum 


The abstract of Dr. R. T. von Jaschke’s article which appeared on 
page 110 of the January issue is republished on page 221 of this issue 
because through error it was not published in full in January. 


Book Reviews 


Obstetrical Nursing. A Text-book on the Nursing Care of the Expec- 
tant Mother, the Woman in Labor, the Young Mother and Her Baby. 
By CaroLyn Conant VAN Biarcom, R.N. The Macmillan Company, 
New York, N. Y. Price $3.00. 


This book is, in many respects, one of the most valuable and unique texts that has 
appeared recently. In the preface the author states that it is her desire to get 
away from the methods of a single institution and to write a book which will 
permit of wider application. In this she has been successful. The differences in 
the practices of the better clinics of this country and Canada. have been described 
in a clear and concise manner—not to the point of confusion, but in such a way 
as to make the nurse more adaptable to the varying practices with which she will 
meet. 

Miss Van Blarcom seems to have found the proper balance between the scientific 
aspects of the subject and the details of nursing care. The former are accurate 
and are derived from recent sources. Written in simple, easily comprehended 
language, the book gives the nurse an answer to many of the questions which perplex 
her and the understanding of which cannot help but make her work of more value. 
The elarity and thoroughness with which the nursing care of the mother and child 
is presented reflects the wide experience of the author as an obstetrical nurse and 
teacher of nurses. It is realized that at present it is not possible for all women 
to be delivered in hospitals, therefore, the various procedures of hospital routine 
are so simplified that they can be employed in the home. 

Two chapters of the book, namely, those dealing with the nutrition of the 
mother and child and with organized obstetrical care, deserve particular comment 
for the reason that these two most important subjects are given scant attention 
in most of the texts for nurses and, indeed, in those for medical students as well. 
The former is written with the assistance of McCollum and Simmons and presents 
authoritative information on a subject that is receiving increasing attention. The 
latter gives the nurse a clear idea as to what is being accomplished by organized 
obstetrical work and the possibilities for service in this rather recent development. 

The author deserves especial praise for the human atmosphere which pervades 
her book. She emphasizes the importance of the patient as an individual and points 
out the many services which the thoughtful, intelligent nurse can render her patient. 
The style of the book is simple and clear and the text is amplified by many well- 
chosen illustrations. Having recently completed a course of instruction for nurses 
in which this book was used as a text, the reviewer can testify personally to its 
usefulness. JOHN W. Harris, M.D. 
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